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OVERSIGHT  ON  THE  PRESENT  AND  FUTURE 
ROLE  OF  VA'S  HEALTH  CARE  SYSTEM  IN 
AMERICAN  HEALTH  CARE 


FRTOAY,  MARCH  5,  1993 

U.S.  Senate, 
Committee  on  Veterans'  Affairs, 

Washington,  DC. 
The  Committee  met,  pursuant  to  notice,  at  10:30  a.m.,  in  room 
SR-418,  Russell  Senate  Office  Building,  Hon.  John  D.  Rockefeller 
IV  (Chairman  of  the  Committee)  presiding. 

Present:  Senators  Rockefeller,  Daschle,  Murkowski,  Thurmond, 
Simpson,  and  Jeffords. 

OPENING  STATEMENT  OF  CHAIRMAN  ROCKEFELLER 

Chairman  Rockefeller.  This  hearing  will  come  to  order. 

This  is  the  first  time,  in  fact,  that  we  nave  done  what  we're  going 
to  do  rather  thoroughly,  and  that  is,  have  a  series  of  hearings  on 
the  VA  health  care  system  and  the  health  care  system  in  general; 
how  the  two  relate,  how  they  don't  relate,  and  the  problems  VA 
may  face  as  we  go  forward.  A  lot  of  people  are  nervous.  They  may 
have  no  reason  to  be  nervous,  they  may  have  every  reason  to  be 
nervous.  That's  what  four  great  men  are  here  to  tell  us.  So  we  have 
got  to  fmd  out  what  VA's  role  is  going  to  be,  what  the  relationship 
is  going  to  be  in  a  new  world  of  comprehensive  health  care  reform. 

Historically,  our  Committee  has  focused  on  fine-tuning,  if  not 
fine-tuning,  then  tuning  the  VA  health  care  system,  because  we 
want  obviously  to  improve  the  quality  of  care.  It  is  abundantly 
clear  that  we  have  to  broaden  our  efforts  now,  not  to  drop  the 
other,  but  we  have  to  broaden  our  efforts  and  our  perspective.  Our 
Nation  is  at  the  point  where  I  believe  we  will  enact  comprehensive 
health  care  reform  this  year  on  a  national  basis.  The  new  President 
has  been  elected  in  essence  to  do  that.  Eight-eight  percent  of  the 
people  have  said  that  they  are  going  to  judge  his  performance  as 
President  on  the  basis  of  how  he  does  it  and  whether  he  does  it. 
So  my  guess  is  he  plans  to  do  it.  The  First  Lady  is  involved  in  that 
also.  In  any  event,  they  have  promised  to  present  a  comprehensive 
plan  for  reform  in  response  to  the  public's  understandable  disgust 
with  the  very  odd  system  that  we  now  have.  Controlling  health 
care  costs  and  expanding  access  to  health  insurance  are  enormous 
challenges  and  we  have  to  face  them,  we  have  to  be  worthy  of  ris- 
ing t(5  that  level.  If  we  don't  act  now,  the  health  care  system  will, 
as  in  my  favorite  metaphor,  implode  like  a  souffle.  I  believe  it  has 
started  and  we  are  just  watching  it  benignly. 

(1) 


I  think  Committee  here,  the  Veterans'  Affairs  Committee,  can 
play  a  very  vital  role  in  this  effort.  As  I  have  consulted  with  veter- 
ans leaders  and  my  colleagues  on  this  Committee  over  the  past  sev- 
eral months,  I  have  heard  repeatedly  that  it  is  time  to  put  the  VA 
health  care  system  high  on  our  agenda  for  real  scrutiny.  Changes 
in  the  overall  U.S.  health  care  system  will  affect  the  VA  health 
care  system,  and  we  do  have  special  obligations  to  ensure  that 
those  changes  will  benefit  our  Nation's  veterans.  It  is  up  to  us  to 
advise  the  President,  literally,  and  also  our  colleagues  in  Congress, 
most  of  whom  are  fairly  ignorant  about  health  care  in  general  and 
the  VA  health  care  system  in  particular.  We  need  to  advise  them 
on  the  future  roles  and  the  future  structure  of  the  VA  health  care 
system.  We  need  to  know  what  the  VA  does  well,  what  it  does  not 
do  well,  and  what  we  can  do  to  strengthen  and  protect  veterans' 
access  to  health  care  in  the  future. 

This  series  of  hearings  will  help  us  gather  that  information. 
Moreover,  they  can  focus  a  lot  more  attention  on  the  VA's  many 
other  important  contributions  to  the  largest  health  care  system  in 
our  Nation. 

We  have  today  a  truly  excellent,  exciting  panel  from  out  of  the 
VA  who  will  share  their  views  on  the  VA's  present  role  and  their 
ideas  about  the  VA's  future.  I  plan  to  address  similar  issues  at 
other  hearings  in  this  series  and  will  invite  the  VA,  as  well  as  the 
veterans'  service  organizations  and  other  concerned  parties,  to  par- 
ticipate. 

To  frame  this  discussion,  we  start  with  the  recognition  that  the 
VA  is  a  critical  contributor  to  the  overall  U.S.  health  care  effort. 
Each  year,  the  VA  provides  inpatient  care  to  about  1  million  veter- 
ans and  furnishes  about  24  million  outpatient  visits.  The  vast  ma- 
jority of  these  veterans  have  service-connected  physical  or  mental 
disabilities  or  are  veterans  who  have  very  low  incomes. 

Second,  many  medical  and  other  health  professional  training 
schools  rely  heavily  on  the  VA — in  fact,  I  believe  half  our  physi- 
cians pass  through  VA  hospitals  at  one  point  or  another  during 
their  careers  because  the  physicians  in  training  and  other  health 
care  professionals  get  hands-on  learning  opportunities  there. 

Third,  physicians  and  other  health  care  professionals  employed 
by  VA  health  care  facilities  have  made  and  continue  to  make  very 
important  contributions  to  medical  research.  The  VA  also  performs 
functions  during  times  of  war  and  natural  disaster,  as  we  all  know. 

Finally,  the  VA  has  made  many  innovative  contributions  to  the 
delivery  of  health  care  services  which  the  Nation  might  do  well  to 
learn  from.  For  example,  diagnostic  and  treatment  techniques  de- 
signed by  VA  mental  health  professionals  to  assist  veterans  suffer- 
ing from  combat-related  post-traumatic  stress  disorder  have  been 
adapted  to  fit  other  problems  and  help  people  who  have  experi- 
enced rape,  natural  disaster,  and  many  other  very  deeply  disturb- 
ing problems.  As  one  of  the  witnesses  today  will  describe,  VA  pro- 
fessionals are  also  developing  and  testing  new  ways  to  furnish  am- 
bulatory care. 

At  the  same  time,  the  VA  health  care  system  is  under  very  se- 
vere duress.  Chronic  budget  shortfalls  over  a  period  of  years  have 
forced  most  VA  facilities  to  cut  staff,  to  curtail  services,  and  to 
delay  purchasing  needed  replacement  of  medical  equipment  and 


maintenance  projects.  Many  veterans  cannot  obtain  the  health  care 
services  they  need,  especially  preventive  and  long-term  care.  With 
or  without  the  reform  of  the  overall  health  care  system,  we  must 
begin  making  the  decisions  to  solve  these  problems  Eind  chart  the 
course  that  will  ensure  quality  care  for  our  veterans. 

So  our  task  today  is  to  begin  exploring  how  we  can  best  strength- 
en and  preserve  this  critical  health  care  system  as  we  go  forward 
with  long  overdue  comprehensive  national  health  care  reform.  I  am 
very  excited  about  this  and  I  am  very  eager  to  hear  from  our  wit- 
nesses and  from  our  colleagues.  First  I  call  on  our  distinguished 
colleague.  Senator  Thurmond  from  South  Carolina. 

OPENING  STATEMENT  OF  SENATOR  THURMOND 

Senator  Thurmond.  Thank  you,  Mr.  Chairman.  It  is  a  pleasure 
to  be  here  today  to  receive  testimony  concerning  the  VA  health  care 
system.  I  want  to  commend  you,  Mr.  Chairman,  and  the  distin- 
guished Ranking  Minority  Member,  Senator  Murkowski,  for  sched- 
uling this  hearing  on  this  important  issue.  I  would  also  like  to  wel- 
come our  distinguished  panel.  This  Committee  appreciates  your 
dedication  to  all  veterans  and  we  value  the  contribution  of  your 
knowledge  and  expertise. 

The  quality  of  health  care  provided  to  the  veterans  of  this  coun- 
try has  always  been  a  matter  of  utmost  concern  to  me.  While  much 
has  been  accomplished  in  the  recent  past  to  improve  the  VA  health 
care  system,  I  am  sure  that  we  all  realize  that  there  is  still  much 
work  ahead  of  us.  Furthermore,  we  must  ensure  that  as  the  debate 
on  national  health  care  reform  occurs,  proper  consideration  must 
be  given  to  the  unique  needs  of  veterans. 

As  the  Committee  charged  with  oversight  of  the  delivery  of 
health  care  to  our  veterans,  we  must  ensure  that  the  men  and 
women  who  serve  this  country  are  provided  with  the  levels  of  care 
they  need  and  deserve.  At  the  same  time,  we  must  recognize  the 
reality  of  competing  demands  for  limited  Federal  resources.  Accord- 
ingly, we  must  examine  with  careful  scrutiny  the  proposals  which 
come  before  this  Committee  and  find  the  best  way  to  provide  for 
our  veterans  within  the  limitations  of  the  budget. 

For  many  years  now,  the  Department  of  Veterans  Affairs  has 
been  ably  providing  for  the  needs  of  the  veterans  of  this  country. 
Like  most  programs,  the  VA  health  care  system  is  not  perfect.  The 
hearing  today  will  certainly  provide  us  with  valuable  insight  into 
making  the  necessary  improvements  in  the  VA  health  care  system. 

Mr.  Chairman,  I  have  another  engagement  and  will  have  to 
leave,  but  I  am  going  to  look  forward  to  reviewing  this  testimony. 
Again,  I  want  to  thank  this  fine  panel  for  your  testimony  here 
today.  Thank  you,  Mr.  Chairman. 

Chairman  Rockefeller.  Thank  you. 

I  want  to  introduce  our  four  panelists  now.  You  are  experts  and 
you  have  very  unique  perspectives  and  we're  very  glad  that  you  are 
here.  Bruce  Behringer  is  the  President  of  the  Board  of  Trustees  of 
the  National  Rural  Health  Association.  You  can  assume  interest 
from  me.  Dr.  Jonathan  Lord,  an  11-year  Navy  veteran,  served  as 
the  Navy's  Director  of  Quality  Assurance  from  1988-89,  and  was 
a  member  of  the  Mission  Commission.  Dr.  Kenneth  Shine  is  the 
President  of  the  Institute  of  Medicine  of  the  National  Academy  of 


Sciences  and  the  former  Dean  at  the  University  of  California  at  Los 
Angeles  School  of  Medicine.  And  Dr.  Donald  Wilson  is  Dean  of  the 
School  of  Medicine  at  the  University  of  Maryland  at  Baltimore,  and 
he  is  representing  the  Association  of  American  Medical  Colleges. 

I  want  to  say  that  all  of  your  statements  will  appear  in  the 
record,  and  to  ask  you  to  try  to  keep  your  remarks  to  5  minutes. 
Let's  split  the  difference  and  say  7V2  minutes  so  that  we  have  a 
chance  to  talk  with  each  other. 

Bruce,  do  you  want  to  go  first?  There  is  no  magic  here;  I  didn't 
bring  four  straws.  [Laughter.] 

STATEMENT  OF  BRUCE  BEHRINGER,  PRESIDENT,  BOARD  OF 
TRUSTEES,  NATIONAL  RURAL  HEALTH  ASSOCIATION 

Mr.  Behringer.  Thank  you.  Senator.  I  really  do  appreciate  the 
opportunity  on  behalf  of  the  National  Rural  Health  Association  to 
address  the  meeting.  I  am  the  President  of  the  Board  of  Trustees. 
I  am  also  the  Executive  Director  of  the  Office  of  Rural  and  Commu- 
nity Health  at  the  East  Tennessee  State  University  Division  of 
Health  Sciences.  As  such,  we  are  one  of  the  Teague-Cranston  medi- 
cal schools  and  I  have  had,  therefore,  some  extended  relationships 
with  the  East  Tennessee  Mountain  Home  Veterans'  Administra- 
tion. 

I  think  that  since  you  have  the  testimony,  I  will  just  try  to  sum- 
marize some  major  points.  First,  I  think  we  do  need  to  recognize, 
as  you  stated  in  your  opening  statement,  that  the  VA  health  care 
system  has  played  a  major  role  in  providing  services  to  rural  veter- 
ans. It  is  part  of  the  equation  of  rural  health  care  services  in  Amer- 
ica and  it  is  a  significant  part  of  that  health  care  system.  Second, 
we  also  need  to  recognize  that  the  local  community  health  care  sys- 
tems that  exist  in  rural  America  also  play  a  significant  part  in  the 
services  to  veterans.  It  includes  those  veterans  who  do  not  fall 
under  the  classifications  who  can  be  served  by  their  VA  hospitals, 
medical  centers  and  outpatient  clinics.  It  includes  services  to  their 
spouses  and  to  their  children,  and  immediate  care  services  for  vet- 
erans who  live  in  rural  areas  who  need  then  to  be  transferred  to 
their  local  VA  facilities.  Distance  does  become  a  factor,  as  you  well 
know  from  West  Virginia,  in  getting  to  and  from  some  of  the  more 
rural  counties  and  the  veterans  hospitals  and  the  VA  medical  cen- 
ters. So  I  think  that  in  understanding  the  relationship  between  the 
VA  as  a  health  care  system  and  rural  health  care  providers,  there 
needs  to  be  then  some  understanding  of  how  they  can  work  to- 
gether and  how  they  can  mesh  their  services. 

As  you  well  know  also  from  the  testimony  you've  received  in 
other  hearings,  we  have  problems  in  rural  America  with  health 
care.  We  have  a  shortage  of  health  care  professionals  in  almost 
one-fourth  of  the  rural  counties  in  the  country.  We  have  a  higher 
percentage  of  uninsured,  a  higher  percentage  of  unemployed,  a 
higher  percentage  of  the  elderly,  and  a  higher  percentage  of  per- 
sons with  limited  activities  due  to  chronic  conditions.  We  also  have 
lower  reimbursement  rates,  something  which  you  have  tried  to  ad- 
dress with  the  RBRVS  system. 

In  short,  there  are  problems  with  rural  health  care.  And  because 
there  are  problems  with  rural  health  care,  we  presume,  hope,  and 
wish  that  the  President's  task  force  will  address  that  generic  strat- 


egies  across  the  country  which  it  will  improve  rural  health  care 
systems.  By  improving  all  rural  health  care  systems,  it  will  im- 
prove services  then  for  all  veterans  and  for  all  veterans'  families. 

Chairman  Rockefeller.  One  of  the  task  force's  working  gproups 
deals  exclusively  with  rural  health  care,  as  you  know. 

Mr.  Behringer.  Right.  I  think  the  questions  then  are  (1)  how  do 
we  find  ways  to  link  tne  VA  with  rural  health  care  providers  to  im- 
prove the  availability,  comprehensiveness,  and  efficiency  of  sys- 
tems; (2)  how  in  the  future  can  the  VA  health  care  system  inte- 
grate some  of  its  services  with  rural  health  care  providers;  and  (3) 
what  types  of  systems  can  we  promote  which  will  in  fact  use  pre- 
ventive and  primary  care  principles  to  help  keep  rural  veterans 
healthy. 

I  have  presented  in  my  testimony  a  series  of  seven  general  prin- 
ciples that  I  feel  might  be  useful  for  the  Committee  to  consider. 

First,  many  rural  veterans  live  in  communities  which  are  located 
considerable  distances  from  existing  VA  facilities  and  that  this  dis- 
tance is  sometimes  a  barrier  to  care. 

Second,  that  some  limited  level  of  preventive,  primary  care,  and 
some  nonspecialty  hospital  services  could  be  provided  within  rural 
communities  closer  to  the  residence  of  where  many  rural  veterans 
live. 

Third,  that  these  services  could  be  provided  efficiently  by  rural 
practitioners  and  help  to  promote  keeping  veterans  healthy  by  re- 
ducing distance  and  time  barriers  to  care. 

Chairman  Rockefeller.  Do  those  rural  practitioners  include 
physician  assistants  and  nurse  practitioners? 

Mr.  Behringer.  It  could  include  both  of  those  categories,  it  could 
include  rural  physicians,  it  could  include  rural  hospitals  and  a 
number  of  other  different  types  of  practitioners. 

Fourth,  that  a  patient  case  management  linking  local  primary 
care  providers  and  VA  facilities  could  assist  in  assuring  good  con- 
tinuity of  primary  and  rehabilitative  care  for  veterans. 

Fifth,  that  technology  is  available  now  for  efficient  and  effective 
transmission  of  medical  records,  of  diagnostic  and  treatment  infor- 
mation to  and  from  rural  providers  ana  the  VA  specialists,  thereby 
potentially  eliminating  duplicative  testing  that  takes  place. 

Sixth,  that  relationships  between  rural  primary  care  providers 
and  the  VA  could  be  established  to  build  on  the  strength  of  the  VA 
programs  in  things  such  as  continuing  medical  education  and  qual- 
ity assurance  to  benefit  rural  health  care  providers. 

And  seventh,  that  another  resource  of  the  VA,  that  being  the 
medical  residents  involved  with  graduate  medical  education,  might 
benefit  from  opportunities  of  linkages  and  rotation  into  rural  aca- 
demic health  centers  during  their  training,  thereby  reducing  the 
isolation  of  the  existing  rural  health  providers  who  already  serve 
veterans  in  enhancing  the  new  professional's  potential  to  consider 
rural  practice  opportunities. 

Chairman  Rockefeller.  Much  as  the  Kellogg  Foundation  does? 

Mr.  BEHRESfGER.  Yes,  sir.  I  think  that  the  key  questions  then  has 
to  do  with  how  do  we  meld  and  marry  the  strengths  of  the  VA 
health  system  with  rural  health  care  providers  and  while  helping 
rural  health  systems  that  at  the  present  time  may  need  some  as- 
sistance. They  are  already  providing  services  to  veterans,  and  I 
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think  that  anything  that  could  be  done  in  that  regard  would  prob- 
ably strengthen  the  system  for  veterans. 

Regardless  of  what  happens  with  the  health  care  task  force, 
rural  veterans  are  going  to  be  affected.  I  think  the  question  is  how 
not  to  lose  the  availability  of  existing  benefits  for  veterans  while 
finding  new  ways  to  improve  access  to  care  for  services  closer  to 
home  for  those  veterans.  In  many  rural  hospitals,  health  centers, 
and  other  types  of  providers,  I  believe  that  the  VA  would  find  will- 
ing partners  in  attempting  to  achieve  this  national  goal. 

[The  prepared  statement  of  Mr.  Behringer  appears  on  p.  185.] 

Chairman  Rockefeller.  Thank  you  very  much. 

Dr.  Shine. 

STATEMENT  OF  DR.  KENNETH  I.  SHINE,  PRESIDENT, 
INSTITUTE  OF  MEDICINE,  NATIONAL  ACADEMY  OF  SCIENCES 

Dr.  Shine.  Thank  you,  Mr.  Chairman.  I  am  a  physician/cardiolo- 
gist who  currently  serves  as  President  of  the  Institute  of  Medicine. 
I  am  basing  my  comments  today  on  my  experience  in  caring  for  pa- 
tients in  VA  hospitals,  as  a  medical  school  dean  and  as  someone 
who  has  been  involved  in  the  development  of  pilot  programs  in  edu- 
cation and  care  in  the  VA  system. 

My  arguments  are  that  (1)  in  the  context  of  the  current 
nonsystem  which  characterizes  American  health  care,  VA  facilities 
represent  a  functioning  system  which  should  be  preserved,  and  (2) 
that  this  system  provides  an  opportunity  for  innovation  which  can- 
not only  further  improve  the  health  of  veterans,  but  also  can 
credibly  and  significantly  inform  the  debate  as  health  care  reform 
progresses.  In  this  regard,  it  could  be  a  model  for  polic5m[iakers  and 
for  providers.  A  properly  preserved  and  developed  VA  health  care 
system  can  also  continue  to  make  critically  important  contributions 
to  the  education  of  health  professionals  and  to  health  sciences  re- 
search, as  you  have  indicated. 

I  come  to  this  conclusion  after  weighing  the  strengths  and  weak- 
nesses of  the  system.  I  would  emphasize  that  there  are  both 
strengths  and  weaknesses.  In  my  testimony  I  have  outlined  a  num- 
ber of  those,  some  of  which  to  which  you  have  referred. 

The  system  has  been  seriously  underfunded  for  a  number  of 
vears  and,  as  a  consequence,  its  physical  plant  and  equipment  have 
been  impacted  negatively.  I  believe  that  both  the  political  environ- 
ment and  the  management  style  of  the  system  has  tended  to  im- 
pede innovation,  consolidation  of  services,  and  increasing  effi- 
ciencies. I  believe  that  the  historical  emphasis  on  inpatient  facili- 
ties and  inpatient  beds  has  tended  to  impede  both  practically  and 
philosophically  the  development  of  ambulatory  services  which  are 
the  way  in  which  health  care  is  going  to  go  and  it  seems  to  me  that 
the  VA  system  must  move  expeditiously  in  this  direction  as  well. 
I  think  the  system  has  suffered  from  attempts  to  micromanage  it 
centrally  and  I  think  that  in  terms  of  being  an  innovative  health 
care  system  that  has  to  be  dealt  with.  And,  of  course,  the  system 
has  had  to  struggle  with  a  very  heavy  disease  burden  characterized 
by  a  veterans  population  with  many  chronic  illnesses,  major  prob- 
lems with  lung  and  heart  disease,  substance  abuse,  mental  illness, 
and  so  forth,  which  are  major  responsibilities  for  that  system. 


But  the  system  has  enormous  strengths,  not  the  least  of  which 
is  its  mission,  from  which  I  think  many  of  us  derive  great  suste- 
nance; that  is,  the  mission  to  provide  health  care  to  the  Nation's 
veterans.  Among  its  strengths  are  a  remarkable  staff.  With  all  of 
the  aberrations  which  are  occasionally  identified,  on  balance,  I  am 
amazed  at  the  commitment  and  the  dedication  of  people  that  I've 
dealt  with  throughout  the  country  in  terms  of  the  VA  system. 

Third,  the  high  quality  of  patient  care  provided  in  that  system 
and  the  leadership  with  which  the  system  has  been  able  to  provide 
for  special  areas.  The  treatment  of  paralyzed  veterans  has  been 
groundbreaking.  In  geriatric  research  and  education,  the  first  clear 
demonstration  that  a  geriatric  assessment  could  reduce  costs  by 
better  coordinating  the  care  of  the  elderly  came  out  of  the  VA  hos- 
pital. The  importance  of  rehabilitation  and  innovative  programs  the 
system  has  provided,  as  you  have  mentioned,  in  stress  and  in  men- 
tal health,  substance  abuse,  and  AIDS.  I  believe  that  the  tradition 
of  the  medical  school  affiliations  is  a  strength,  as  is  the  high  qual- 
ity of  VA  research  which  has  allowed  the  recruitment  of  outstand- 
ing physicians.  And,  as  you  have  noted,  the  VA  system  contributes 
enormously  to  the  education  of  students,  interns,  and  residents. 

For  purposes  of  our  discussion,  however,  the  key  strength  of  the 
system  from  my  perspective  is  the  opportunity  to  innovate  in 
health  care  delivery  in  ways  that  will  not  only  improve  the  health 
of  veterans,  but  also  potentially  create  a  model  system. 

Our  health  care  system  is  challenged  to  rationalize  four  conflict- 
ing forces:  the  control  of  costs,  the  desire  for  universal  access,  the 
maintenance  of  quality,  and  the  desire  on  the  part  of  our  citizens 
that  each  patient  have  access  to  the  latest  and  most  effective  tech- 
nologies available.  Rationalizing  these  forces  and  maximizing 
health,  which  is,  after  all,  what  the  real  objective  is,  requires  sev- 
eral key  components  in  a  health  care  system.  The  VA  already  oper- 
ates in  a  global  budget  environment,  if  you  will,  and  has  the  capac- 
ity, if  that  budget  is  properly  managed,  for  controlling  overall  ex- 
penditures. However,  both  access  and  control  of  cost  will,  in  my 
view,  require  a  serious  attempt  to  provide  management  of  healtn 
care  through  primary  care  providers.  I  believe  that  a  system  of 
managed  care  in  which  each  patient  is  identified  with  such  a  pro- 
vider can  allow  the  rational  decisions  to  be  made  as  to  the  appro- 
priateness of  care. 

Chairman  Rockefeller.  That  being  the  gatekeeper  concept? 

Dr.  Shine.  Yes.  The  gatekeeper  concept  sometimes  gets 
trivialized  and  I  think  it  is  very  important  to  recognize  that  what 
we're  really  talking  about  is  not  only  a  primary  physician,  but  also 
a  patient  advocate,  an  individual  who  understands  what  the  value 
of  services  are  to  that  patient.  How  you 

Chairman  Rockefeller.  Who  then  controls  to  which  physician 
the  patient  will  go  next? 

Dr.  Shine.  Makes  the  decision  as  to  whether  a  referral  takes 
place,  to  whom,  what  kinds  of  services  are  provided,  and  what 
kinds  of  diagnostic  interventions  are  going  to  take  place.  As  you 
know,  one  of  the  fundamental  problems  in  our  system  is  the  notion 
that  the  patient  often  is  not  in  a  position  to  make  those  value  judg- 
ments and  needs  an  advocate  in  this  regard. 
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In  my  testimony,  I  make  reference  to  the  experiment  at  the  Se- 
pulveda  VA  medical  center,  and  I  do  so  primarily  because  I  am  fa- 
miliar with  it,  but  there  are  other  experiments  in  the  VA  system. 
But  I  want  to  emphasize  to  you  that  this  is  an  experiment  that  is 
working,  that  has  been  effective.  In  this  system  there  is  a  global 
health  care  team,  which  includes  physicians,  nurses,  nutritionists, 
counselors,  social  workers,  and  other  providers.  Each  veteran  is  as- 
signed to  one  of  these  teams  and  within  the  team  is  a  primary  care 
physician,  a  backup  physician  if  that  individual  is  away,  and  there 
is  a  clinical  nurse  practitioner  who  is  available  at  any  time  of  the 
day  or  night  to  get  information.  Incidently,  there  is  an  electronic 
chart  capability,  as  Bruce  was  talking  about  the  records,  so  that 
the  nurse  can  determine,  when  a  patient  calls  in,  what  medications 
the  patient  is  on,  what  the  diagnoses  are,  and  so  forth.  That  sys- 
tem is  going  to  be  developed  further.  In  that  system,  the  primary 
care  doctor  in  that  team  determines  what  specialists  are  seen, 
where  the  patient  goes,  and  so  forth. 

I  want  to  echo  the  comment  that  Bruce  made;  namely,  we  defi- 
nitely need  systems  of  care  in  the  VA  including  the  rural  commu- 
nities. I  point  out  in  my  testimony  the  outpatient  facilities  in  Ba- 
kersfield  which  was  developed  as  part  of  this  geographical  team 
system.  There,  a  patient  also  has  a  primary  care  provider  but  when 
that  patient  is  referred  to  Sepulveda,  there  is  a  referral  to  the  pri- 
mary care  team  at  Sepulveda,  so  that  there  is  still  a  primary  care 
provider  looking  after  that  patient  when  they  come  in. 

I  would  like  to  emphasize  that  the  VA  system  provides  an  oppor- 
tunity to  do  two  other  very  important  things.  One  is  the  evaluation 
of  technology  transfer.  Here  is  a  system  which  can  make  choices 
about  what  technology  is  available  and  can  rationalize  the  use  of 
that  technology  in  a  very  positive  way.  Second,  it  can  also  look  at 
the  quality  of  care,  including  outcomes  and  effectiveness  of  care,  in 
a  way  which  is  very  difficult  to  do  in  the  health  care  system  as  a 
whole  right  now.  In  this  regard,  I  think,  again,  it  provides  an  op- 
portunity for  innovation. 

If  one  can  create  systems  of  care,  which  include  rural  and  urban 
centers,  well  connected,  as  has  been  suggested,  with  educational 
devices  and  electronic  devices,  with  a  primary  care  team,  with  op- 
portunities for  technology  assessment,  and  for  effectiveness  in  out- 
comes research,  I  think  the  VA  can  be  a  very,  very  exciting  area 
which  could  be  helpful  in  strengthening  both  the  care  of  veterans 
and  our  entire  health  care  system. 

[The  prepared  statement  of  Dr.  Shine  appears  on  p.  187.] 

Chairman  Rockefeller.  Thank  you.  Dr.  Shine. 

My  distinguished  colleague,  Senator  Murkowski,  and  I  engaged 
in  a  conversation  last  night  that  was  typical  of  our  lives.  He  was 
in  the  warm,  well-electrified  comfort  of  his  lavish  home  and  I  was 
sitting  in  my  miserable  automobile  outside  in  the  pouring  rain  with 
nothing  working  in  my  house  and  so  I  was  talking  to  him  on  my 
car  phone.  There  is  no  medical  significance  to  that  statement,  but 
I  just  sort  of  enjoyed  it.  [Laughter.] 

I  wonder  if  my  distinguished  colleague  wanted  to  make  remarks 
now? 


OPENING  STATEMENT  OF  SENATOR  MURKOWSKI 

Senator  Murkowski.  I  couldn't  help  but  pull  up  my  pant  legs  a 
little  bit  upon  hearing  those  remarks,  Senator.  [Laughter,] 

I  recognize  you  were  in  the  dark  out  there.  [Laughter.] 

As  I  indicated,  my  roof  was  leaking  at  the  time,  so  not  to  be  left 
out  of  the  inconvenience  of  the  storm.  I  did  appreciate  the  call.  We 
were  trying  to  generate  a  general  agreement  on  sending  up  to  the 
Budget  Committee  the  budget  for  the  Committee  and,  since  we 
didnt  know  what  the  budget  was,  there  was  some  reluctance  on 
the  side  of  the  minority  to  blindly  send  it  up.  So,  as  a  consequence, 
unfortunately  it  bears  my  invisiole  signature.  With  that  profound 
observation,  we  have  heard  two  of  the  witnesses,  perhaps  I  might 
take  a  brief  break  for  an  opening  statement. 

I  think,  Mr.  Chairman,  it  is  noteworthy  that  this  is  the  begin- 
ning of  the  Committee's  efforts  to  explore  major  health  care  re- 
forms that  will  certainly  affect  the  VA.  The  question  is,  how?  I 
have  a  more  detailed  statement  which  I  would  ask  unanimous  con- 
sent be  made  a  part  of  the  record. 

Chairman  Rockefeller.  Without  objection,  so  ordered. 

Senator  Murkowskl  But  I  want  to  recognize  you.  You  have  been 
honored  by  the  VFW  as  receiving  the  VFWs  highest  award  to  a 
Member  of  Congress.  I  want  to  congratulate  you.  Your  dedication 
to  veterans  has  been  well-established  with  your  tenure  on  the  Com- 
mittee and  now  as  you  lead  the  Committee  as  Chairman.  I  want 
to,  on  behalf  of  the  other  Committee  members  on  the  minority  side, 
congratulate  you  on  that  award. 

Chairman  ROCKEFELLER,  Thank  you. 

Senator  Murkowski.  They  have  honored  you  as  a  favorite  son. 
I  know  that  we  join  in  honoring  you  as  well,  not  necessarily  as  a 
favorite  son  but  certainly  as  Chairman  of  this  Committee  and  fa- 
vored with  our  confidence  and  trust.  [Laughter.] 

I  want  to  take  this  opportunity  to  thank  Ed  Scott,  the  Commit- 
tee's outgoing  Chief  Counsel,  for  the  fine  services  that  he  has  pro- 
vided to  veterans  as  well  as  members  of  the  Committee.  I  want  Ed 
to  know  that  members  of  the  minority  do  wish  him  well  in  what- 
ever direction  his  talents  may  take  him.  I  understand  that  Colin 
Rosenberg  is  leaving  the  Committee  minority  staff  today.  We  wish 
him  well  even  though  we  understand  he  is  pursuing  a  legal  career. 
[Laughter,] 

As  if  we  assume  there  is  still  some  openings  in  that  field, 
[Laughter.] 

I  want  to  welcome  the  new  Committee  Chief  Counsel  and  Staff 
Director,  Jim  Gottlieb,  who  is  now  aboard.  We  look  forward  to 
working  with  him,  Jay,  as  well  as  John  Moseman  on  the  minority 
side.  I  think  that  you  have  selected  a  person  with  the  capability  to 
make  a  significant  contribution.  Ed  is  certainly  a  tough  act  to  fol- 
low, but,  based  on  his  background,  I  believe  the  superb  job  that  Ed 
did  for  the  Committee  will  be  represented  and  carried  on  as  well 
by  Jim. 

One  final  note  I  want  to  speak  on  with  regard  to  Secretary  Jesse 
Brown,  who  is  not  here  today,  but  I  would  nope  that  the  VA  rep- 
resentatives in  attendance  will  pass  on  to  Mr.  Brown  my  personal 
thanks  to  him  for  his  decision  to  retain  Dr.  Jim  Holsinger  as  the 
VA  Under  Secretary  for  Health  until  the  VA's  search  commission 
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has  done  its  work — which  I  understand  will  be  probably  several 
months  in  the  process.  We  know  that  continuity  is  important  in 
health  care  and  continuity  is  important  in  organizations  as  well, 
and  Dr.  Holsinger's  retention  during  this  interim  period  I  think 
goes  a  long  way  to  promote  stability  in  the  headquarters  of  the  VA 
health  care  system.  I  believe  that  Secretary  Brown  has  taken  the 
proper  course  in  respect  to  this  matter,  so  I  commend  him  for  his 
decision. 

Back  to  the  business  at  hand,  in  addition  to  welcoming  our  dis- 
tinguished witnesses  this  morning.  As  we  all  know,  health  care  re- 
form is  on  the  radar  screen,  and  we  see  it  coming.  The  question  is, 
how  do  we  pay  for  it?  And  there  is  more  to  come  on  that  later,  but 
most  people  really  believe  that  now  is  the  time,  the  American  peo- 

f)le  are  ready  for  it,  and  major  groups,  including  the  American  Col- 
ege  of  Physicians,  Health  Insurance  Association  of  America,  and 
many  others,  have  endorsed  reforms  of  one  kind  or  another. 

The  reason  the  moment  is  here  is  that  health  care  costs  have  es- 
calated and  are,  frankly,  out  of  control.  Access  to  adequate,  even 
decent,  care  is  slipping  out  of  the  grasp  of  many  people.  We  have 
seen  an  increase  in  the  number  of  malpractice  suits  and  awards 
are  often  breathtaking,  to  say  the  least,  and  affect  the  overall  cost. 
Malpractice  insurance  premiums  are  becoming  unaflfordable  for 
doctors,  nurses,  and  hospitals.  I  think,  Mr.  Chairman,  as  we  in  the 
Congress  address  this  issue,  we  are  going  to  have  to  include  tort 
and  malpractice  reform  and  in  reality  address  a  wide  variety  of  is- 
sues, which  is  very  tough  for  Members  of  Congress  to  do.  We're 
talking  about  setting  limits  on  liability.  This  means  that  we're 
going  to  have  to  take  on  the  powerful  Trial  Lawyers  Association 
that  certainly  surrounds  Capitol  Hill. 

In  my  State  of  Alaska  and  many  others,  rural  and  remote  areas 
have  no  health  care  provider  of  any  kind,  many  times  for  hundreds 
of  miles,  some  big  cities  have  too  many  health  care  professionals 
for  the  population  they  serve.  So  we  have  got  a  problem  before  us. 
That's  on  the  national  scene. 

But  from  the  standpoint  of  the  VA,  I  think  we  are  all  in  agree- 
ment that  the  VA  health  care  system  has  done  its  job  and  contin- 
ues to  do  its  job  and  has  done  a  wonderful  job.  We  have  2.5  million 
veterans  who  are  patients  in  the  VA.  The  VA  stands  ready  to  meet 
the  challenges.  The  VA  offers  a  wide  variety  of  health  care  services, 
and  does  its  job  well. 

In  fact,  virtually  everything  that  we  can  describe  as  health  care 
is  offered  by  the  VA,  and  I  think  the  two  witnesses  that  have  spo- 
ken have  spoken  supportively  of  the  value  and  contribution  of  the 
VA.  They  have  spoken  about  research  and,  of  course,  the  consider- 
ation of  the  grants  and  the  contribution  of  those  grants.  It  is  my 
understanding  that  the  VA  basically  led  the  way  in  resolving  the 
riddle  of  tuberculosis,  hemodialysis,  pioneered  treatments  in  men- 
tal health,  and  we  could  go  on  and  on  and  on.  The  VA's  educational 
programs  produce  an  abundance  of  American-trained  physicians  in 
VA  hospitals  affiliated  with  universities. 

So  we  can  comment  and  lament  on  the  merits,  but  truly  the  VA 
is  a  microcosm  of  the  American  health  care  system.  I  think  that  is 
why  we  have  heard  for  years  that  the  VA  is  a  potential  "living  lab- 
oratory" for  changes  to  the  larger  health  care  system.  As  we  look 
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at  the  changes,  and  as  we  address  various  plans,  we  have  a  system 
in  the  VA  that  represents  a  form  of  national  health  care  and,  as 
a  consequence,  as  we  address  reforms  in  health  care,  we  can  look 
at  the  VA,  its  shortcomings  as  well  as  its  contributions,  and  recog- 
nize that  we  can  learn  a  lot  from  the  VA  system. 

Certainly  we're  concerned  about  the  struggle  to  keep  pace  with 
labor  costs,  quality,  and  so  forth,  but,  as  you  recall  last  year,  Mr. 
Chairman,  with  four  of  our  House  counterparts  and  through  your 
leadership,  we  put  together  compromise  legislation  that  addressed 
reducing  the  price  for  prescription  drugs  used  in  the  VA  system. 
We  fixed  the  VA  drug-pricing  problems  and  we  can  learn  and  take 
some  steps  from  that  experience. 

But  the  Federal  deficit  increase  and  the  buildup  in  long-term 
debt  put  major  pressure  on  this  system — the  VA  health  care  sys- 
tem. As  a  consequence,  VA  resources  are  tight,  and  the  same  holds 
true  of  the  economy  in  general.  We  have  heard  an  awful  lot  about 
the  deficit  so  I  won't  go  into  that  issue  in  great  detail. 

In  1991,  I  specifically  asked  the  General  Accounting  Office  to 
consider  how  the  VA  would  function  in  a  "universal  access"  or  na- 
tional health  insurance  system.  I  have  asked  my  staff  and  they 
haven't  got  it  available  at  this  time,  but  we  have  a  Public  Health 
Service  with  x  number  of  hospitals,  x  number  of  personnel,  and  a 
budget  that  is  sufficient  to  obviously  do  a  job.  The  same  is  true  of 
the  Department  of  Defense.  We  have  unused  capacities  in  various 
areas  as  well  as  duplicity.  And  as  we  address  national  health  care 
reform,  these  Federal  functions  are  going  to  have  to  be  tailored  and 
brought  into  consideration  as  well,  because  these  are  Government- 
run  hospital  and  health  care  systems  for  a  specific  portion  of  our 
population. 

Last  fall,  the  GAO  submitted  its  report  to  me.  I  think  it  is  one 
report  that  we  can  take  certain  advice  from,  relative  to  its  applica- 
tion to  larger  reforms.  As  we  look  at  the  Canadian  system,  for  ex- 
ample, we  can  compare  its  similarities  with  our  Public  Health 
Service  or  DOD.  The  GAO,  however,  said  that  up  to  one-half  of  the 
VA  hospital  inpatients  would  choose  a  universal  provider  other 
than  the  VA  hospital  system.  The  point  I  want  to  make  is  that  this 
particular  study  suggests  a  number  of  alternatives  as  to  what 
might  happen  under  a  new  and  revised  national  health  care  plan. 
I  think  it  is  important  that  we  consider  the  essence  of  the  rec- 
ommendation: one  out  of  every  two  patients  in  the  VA  hospital  sys- 
tem would  go  elsewhere  with  the  advent  of  a  U.S.  national  health 
care  system. 

This  is  not  the  only  evidence  we  have  that  we  have  to  consider 
the  impact  of  national  health  reforms  on  VA.  The  Paralyzed  Veter- 
ans of  America  sponsored  a  study  called  "Strategy  2000."  That 
study  predicted  that  perhaps  one-fourth  of  the  VA's  inpatient  care 
would  shift  to  a  universal  coverage.  Mr.  Chairman,  these  studies 
of  record  suggest  the  VA  will  change  if  the  Nation  adopts  a  univer- 
sal health  care  system.  The  question  that  we  have  and  the  obliga- 
tion we  have  to  the  veterans  is,  how  do  we  ensure  that  veterans 
are  included  in  that  change  with  the  highest  quality  of  care  at  obvi- 
ously not  too  heavy  a  cost  to  the  Government? 

I  think  it  is  too  early  to  foretell  what  changes  may  occur,  but  cer- 
tainly change  is  in  the  wind  for  VA  health  care  as  well.  I  encourage 
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the  service  organizations  to  recognize  that  and  provide  advice  to 
this  Committee  on  how  significantly  that  change  would  affect  the 
VA  health  care  system.  Of  course,  we  need  the  recommendations 
and  the  leadership  of  the  professionals  within  the  VA  and  the  phy- 
sicians who  provide  the  service  to  our  veterans  because  there  has 
to  be  a  unified  approach;  otherwise,  we  will  be  fractionated. 

In  conclusion,  Mr.  Chairman,  I  am  looking  forward  to  the  bal- 
ance of  our  witnesses'  testimony.  I  have  thrown  more  on  the  platter 
for  this  hearing  simply  because  my  staff  worked  very  hard  to  pre- 
pare this  opening  statement  and  they  would  have  obviously  felt 
hurt  if  I  had  just  submitted  it  for  the  record  without  giving  their 
views  an  opportunity  to  be  heard.  Thank  you.  [Laughter.] 

[The  prepared  statement  of  Senator  Murkowsla  appears  on  p. 
183.] 

Chairman  Rockefeller.  Thank  you  very  much.  Senator  Mur- 
kowski,  and  thank  vou  for  your  very  generous  comments  concern- 
ing not  just  myself,  but  also  Ed  Scott  and  Jim  Gottlieb. 

Jim  Jeffords. 

OPENING  STATEMENT  OF  SENATOR  JEFFORDS 

Senator  Jeffords.  Mr.  Chairman,  I  certainly  want  to  join  in  the 
accolades  for  your  award  and  also  comments  about  the  staff,  which 
have  been  of  tremendous  help  to  me  over  the  years  and  I  am  look- 
ing forward  to  continuing  my  work  with  the  staff  as  well  as  the 
members.  I  think  Senator  Murkowski's  statement  was  an  excellent 
one.  I  will  be  very  brief. 

I  agree  that  what  we  must  do  is  to  ensure  that  we  integrate  the 
VA  system  into  the  Nation's  health  reform  plan.  I  would  offer  some 
suggestions  in  that  regard. 

First,  I  am  concerned  though — and  this  is  a  word  of  caution — 
that  we  may  get  stampeded  into  a  single  vote  on  a  national  health 
care  plan.  There  are  rumblings  to  that  effect  and  I  want  to  express 
my  sincere  concern  that  we  take  a  look  at  other  options  because  I 
think  there  are  options  out  there  which  I  believe  would  be  pref- 
erable to  what  I  hear  is  coming  out  of  the  Administration  at  this 
point. 

There  are  many  plans  floating  around  and  I  am  going  to  offer 
one  shortly  which,  hopefully,  is  a  consensus  plan  to  try  to  bring 
people  together.  The  plan  is  called  "MediCORE,"  which  recognizes 
and  maintains  the  independent  responsibility  of  the  Department  of 
Veterans  Affairs.  A  study  will  be  conducted  by  the  Federal 
MediCORE  Board  to  identify  opportunities  for  entering  into  shar- 
ing agreements  with  the  VA  in  order  to  optimize  the  use  of  medical 
and  mental  health  facilities  in  the  United  States.  The  study  would 
further  consider  the  feasibility  and  desirability  of  permitting  the 
VA  to  enter  into  agreements  to  provide  care  to  veterans  on  non- 
service-connected  matters.  The  goal  of  MediCORE  is  to  maximize 
the  use  of  currently  under-utilized  VA  facilities.  Those  facilities 
with  additional  capacity  should  be  able  to  provide  cost-effective  pri- 
mary health  care  for  non-service-connected  illnesses  at  no  addi- 
tional cost  and  perhaps  even  modest  savings  for  the  Federal  Gov- 
ernment. There  is  a  possibility  of  opening  up  the  facilities  to  de- 
pendents of  veterans  to  ensure  maximum  utilization. 
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Again,  I  have  listened  to  and  read  the  statements  from  the  indi- 
viduals we  have  before  us,  but  at  this  time,  Mr.  Chairman,  I  would 
be  more  happy  to  listen  to  other  statements  than  my  own.  Thank 
you. 

[The  prepared  statement  of  Senator  JeflFords  appears  on  p.  184.] 

Chairman  Rockefeller.  Senator,  thank  you.  You  know  a  lot 
about  health  care,  as  does  Senator  Murkowski  and  as  does  the  dis- 
ting^shed  Senator  from  South  Dakota.  I  think  this  is  one  of  the 
reasons  why  this  is  going  to  be  a  very  exciting  Committee.  We  have 
got  a  lot  of  people  who  know  about  health  care  and  we  have  got 
some  real  decisions  to  make. 

Senator  Daschle. 

Senator  Daschle.  Mr.  Chairman,  I  have  no  opening  statement. 

Chairman  Rockefeller.  You  see.  [Laughter.] 

Senator  Jeffords.  Tom  disagrees  with  everything  I  said,  I  think. 
[Laughter.] 

Chairman  Rockefeller.  We  thank  you  all  for  your  indulgence. 

Dr.  Wilson. 

STATEMENT  OF  DR.  DONALD  E.  WILSON,  DEAN,  UNIVERSITY 
OF  MARYLAND  SCHOOL  OF  MEDICINE,  ON  BEHALF  OF  THE 
ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES 

Dr.  Wilson.  Thank  you.  Senator.  I'll  just  take  a  second  to  re- 
mind you  of  some  of  the  pickup  basketball  games  we  indulged  in 
as  college  freshmen  some  years  ago. 
Chairman  Rockefeller.  Grood  grief.  [Laughter.] 
Dr.  Wilson.  I  will  not  remind  you  who  won.  [Laughter.] 
I  am  here  today  on  behalf  of  the  Association  of  American  Medical 
Colleges,  an  academic  association  representing  the  country's  126 
accredited  medical  schools,  102  of  which  are  affiliated  with  over 
130  of  the  171  VA  medical  centers.  Today,  over  50  percent  of  prac- 
ticing physicians  have  received  some  part  of  their  clinical  training 
in  the  VA,  and  I  am  one  of  those  physicians. 
In  addition  to  being  a  dean,  I  am,  and  have  been,  a  practicing 

Ehysician  for  a  number  of  years.  I  have  been  a  dean  for  1 V2  years, 
ut  I  was  the  Chairman  of  Medicine  for  11  years  before  that.  So 
I  feel  that  I  have  a  fairly  broad  grasp  of  not  only  training  in  the 
VA,  but  some  of  the  requirements  that  are  needed  to  train  physi- 
cians today. 

In  a  critical  but  somewhat  subtle  way,  the  VA  and  national 
health  care  system  intersect  at  two  paths,  brought  together  pri- 
marily through  the  academic  affiliations.  First,  the  VA  plays  a  crit- 
ical role  in  tne  education  of  future  health  care  professionals;  sec- 
ond, the  VA  contributes  significantly  to  advances  in  medicine 
through  a  successful  and  innovative  research  program.  Whereas 
training  and  research  issues  are  primarily  of  interest  to  academic 
medical  centers,  manpower  and  staffing  issues  are  central  to  the 
VA.  The  intersection  of  these  two  goals  brought  medical  schools 
and  the  VA  together  in  1946  and  continues  to  bring  mutual  benefit 
to  both  partners  and  to  the  Nation. 

VA  academic  affiliations  can  be  considered  to  be  model  private/ 
public  partnerships.  They  are  symbiotic  and  synergistic  arrange- 
ments that  benefit  both  the  VA  and  the  medical  schools.  Both  part- 
ners have  a  common  goal  since  high  quality  is  not  only  good  for 
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veterans,  it  is  absolutely  essential  for  effective  medical  education. 
Medical  education  remains  to  this  day,  in  part,  an  apprenticeship 
which  requires  access  to  a  diverse  mix  of  patients  who  come  to  an 
academic  medical  center  with  the  expectation  that  they  will  receive 
the  highest  quality  of  comprehensive  and  compassionate  care.  In 
return  for  their  participation  in  medical  education,  VA  medical  cen- 
ters, like  all  other  teaching  hospitals  affiliated  with  medical 
schools,  gain  access  to  a  talented  faculty  and  state-of-the-art  ther- 
apy. 

The  University  of  Maryland  School  of  Medicine  has  enjoyed  an 
affiliation  with  the  Baltimore  VA  Medical  Center  for  nearly  50 
years.  Two  months  ago,  the  VA  opened  a  brand  new  hospital,  a 
324-bed  hospital,  on  our  campus.  This  impressive  facility  provides 
a  pleasant  surrounding  for  patient  care,  and  an  expanded  area  to 
meet  the  increasing  needs  of  ambulatory  care  in  the  VA. 

The  new  facility  was  purposely  built  adjacent  to  the  School  of 
Medicine  to  strengthen  cooperation  between  the  two  institutions 
and  also  to  promote  the  sharing  of  clinical  resources.  The  new  VA 
hospital  includes  a  bridge  over  a  city  block  physically  linking  the 
VA  medical  center  with  the  medical  school,  a  concrete  illustration 
of  the  desire  to  integrate  the  two  institutions. 

Sharing  arrangements  avoid  costly  and  unnecessary  duplication 
for  both  medical  centers.  For  example,  the  School  of  Medicine  pro- 
vides coverage  for  the  VA  to  have  a  coronary  pump  team  at  this 
time  so  that  the  VA  doesn't  have  to  engage  in  that  cost.  The  VA 
is  now  the  single  virology  laboratory  for  the  entire  campus.  We 
have  closed  all  of  the  other  laboratories  and  have  entered  into  a 
sharing  arrangement  with  the  VA.  The  Baltimore  VA  Medical  Cen- 
ter also  engages  in  a  great  deal  of  biomedical  and  outcomes  re- 
search. For  example,  physician-scientists  in  Baltimore  are  involved 
in  a  hip  replacement  study  supported  by  a  VA  health  research 
grant  and  university  funding.  The  magnitude  of  the  entire  VA  sys- 
tem is  ideally  suited  for  multisite  and  cooperative  studies  in  clini- 
cal and  health  services  research. 

I  would  like  to  highlight  one  distinct  phenomenon  in  medicine 
because  of  its  relevance  to  the  VA;  namely,  the  aging  population. 
Statistics  indicate  that  the  greying  of  the  veterans  population  can 
be  tracked  at  a  rate  approximately  10  years  ahead  of  the  trend  in 
the  U.S.  general  population.  Medical  schools  are  attempting  to 
adapt  their  educational  programs  to  address  these  changes.  In 
manv  cases,  academic  medicine's  partners  in  the  VA  are  at  the 
forefront  of  these  developments. 

The  VA  has  been  the  innovator  of  specialized  treatment  and  re- 
search programs  known  as  "Geriatric  Research,  Education,  and 
Clinical  Care"  (GRECC)  centers.  The  Baltimore  VA  is  fortunate  to 
house  one  of  the  16  GRECC s  in  the  United  States.  Equally  impor- 
tant to  the  Baltimore  VA's  efforts  to  meet  the  needs  of  older  veter- 
ans and  the  School  of  Medicine's  training  program,  the  GRECC  will 
provide  seminal  information  on  issues  such  as  the  value  of  exercise 
in  preventing  coronary  failure  in  aging  individuals  at  risk,  such  as 
those  with  diabetes,  hypertension,  and  obesity. 

GRECCs  are  an  excellent  example  of  how  the  mutual  goals  of  the 
VA  and  the  medical  schools  can  be  met  simultaneously.  Moreover, 
GRECCs  represent  only  one  of  an  important  set  of  contributions 
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the  VA,  and  the  VA's  research  program,  has  made  to  the  advance- 
ment of  medicine  in  the  United  States  today.  Other  than  geriatrics, 
unique  opportunities  exist  in  the  VA  for  focusing  on  key  areas, 
such  as  prosthetics,  rehabiHtation,  and  mental  health. 

The  VA  also  plays  a  critical  role  in  the  United  States  as  a  public 
health  system,  providing  coverage  and  access  to  a  special  patient 
population.  Thus,  the  VA  should  be  included  in  the  health  reform 
debate  as  it  relates  to  key  health  care  needs  and  services  serving 
underserved  populations  and  manpower  and  training  issues. 

This  is  a  brief  statement  based  on  the  testimony  that  I  have  pro- 
vided you.  Thank  you. 

[The  prepared  statement  of  Dr.  Wilson  appears  on  p.  190.] 

Chairman  Rockefeller.  Thank  you,  Dr.  Wilson.  Thank  you.  I 
am  trying  to  recall  those — do  you  remember  my  towering  hook 
shot? 

Dr.  Wilson.  I  do  remember  that  you  were  towering,  yes.  [Laugh- 
ter.] 

Chairman  Rockefeller.  I  am  moving  quickly  to  you.  Dr.  Lord. 
[Laughter.] 

Dr.  Lord.  We  didn't  play  basketball. 

Chairman  Rockefeller.  Right. 

STATEMENT  OF  DR.  JONATHAN  T.  LORD,  MEMBER,  COMMIS- 
SION ON  THE  FUTURE  STRUCTURE  OF  VETERANS  HEALTH 
CARE,  1990-1991 

Dr.  Lord.  Good  morning.  I  want  to  thank  the  staff  for  inviting 
me  back  to  Washington.  I  actually  enjoy  the  opportunity  to  be  last 
because  I  think  there  will  be  some  comments  that  I  make  that  will 
be  in  contrast  to  some  of  my  distinguished  colleagues  on  the  panel. 

My  background  was  summarized  in  the  opening  statement  but  I 
want  to  highlight  several  items.  For  about  5  years,  I  was  respon- 
sible for  quality  programs  in  the  Department  of  the  Navy  at  a 
number  of  different  echelons  of  Navy  headquarters.  In  addition  to 
my  time  in  the  Navy  in  health  care  quality  in  the  Navy,  I  was  also 
trained  as  a  surveyor  for  the  Joint  Commission,  that  is  the  organi- 
zation that  accredits  most  of  the  hospitals  in  this  country  and  I 
still  visit  hospitals  as  a  surveyor  or  as  an  inspector  concerning 
their  health  care  and  quality  related  programs. 

In  1989,  I  left  the  Navy  to  become  an  executive  at  a  community 
hospital,  a  place  where  the  rubber  hits  the  road  in  health  care 
where  health  care  is  actually  delivered  to  patients  in  communities, 
in  Annapolis,  a  typical  community  of  this  country.  During  that  time 
I  authored  several  publications  about  health  care  quality  and  also 
was  invited  to  become  a  member  of  the  Mission  Commission,  and 
I  served  on  that  Commission  in  1990  and  1991. 

Currently,  I  am  the  Executive  Vice  President  for  Sunrfealth, 
which  is  an  alliance  of  250  hospitals  in  the  Southeast,  ranging  from 
tertiary  care  hospitals  to  small  and  rural  hospitals.  In  fact,  there 
are  about  12  hospitals  in  the  Senator's  State  that  are  part  of  that 
SunHealth  alliance. 

Based  on  conversations  with  the  staff,  my  prepared  remarks 
were  relatively  limited  to  allow  for  engagement  and  interchange  be- 
tween members  of  the  Committee  and  panel  members. 
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Central  to  the  theme  of  the  future  fit  of  VHA  into  the  changing 
health  care  environment  and  in  answer  to  the  ongoing  questions 
about  the  quality  of  veterans  health  care  is  the  fact  that  VHA  is 
not  and  has  not  behaved  like  a  system.  I  think  this  is  a  distinction 
to  Dr.  Shine's  comments  about  the  fact  that  the  VA  does  ftinction 
as  a  system.  I  think  we  don't  have  a  national  health  care  system, 
nor  does  the  VA  fit  and  mirror  or  behave  anything  like  a  system. 

The  fact  that  it  is  not  a  system  is  not  the  fault 

Chairman  Rockefeller.  Can  you  explain  that. 

Dr.  Lord.  Sure.  The  VA  and  the  VHA  is  not  a  designed  system 
for  delivery  of  health  care.  I  think  what  we  have  is  a  set  of  episodic 
stops,  I  thmk  we  have  a  checkerboard  pattern  in  terms  of  eligibility 
and  access  to  individual  services,  and  I  think  we  have  a  distribu- 
tion of  resources  that  have  not  followed  the  pattern  of  demo- 
graphics of  where  veterans  are  or  where  they  need  services.  So  I 
believe  that  to  think  that  it  operates  like  a  system  or  think  that 
it  is  a  system  is  incorrect. 

In  fact,  that  is  not  a  problem  with  the  people  who  work  in  the 
system,  that  is  not  their  fault.  I  think  it  is  a  reflection  of  how  re- 
sources have  been  allocated  within  this  town  and  I  think  it  is  also 
a  reflection  of  some  of  the  pressures  that  have  been  put  on  the  VA 
by  organized  medicine  to  meet  some  of  the  needs  of  training  pro- 
grams and  other  activities  that  may  not  be  a  reflective  of  providing 
the  full  continuum  of  care  to  America's  veterans. 

As  we  look  at  the  VA  or  VHA,  there  are  probably  two  major  com- 
ponents. There  is  a  component  of  affiliated  programs  that  behave 
I  think  as  Dr.  Wilson  and  Dr.  Shine  have  described,  and  there  is 
a  component  of  facilities  that  are  in  rural  or  underserved  areas 
that  are  not  affiliated  that  actually  behave  quite  differently  and 
provide  a  different  range  of  services  from  those  affiliated  programs. 
Care  provided  by  the  VA  has  primarily  been  inpatient  and  inten- 
sive type  of  services.  That  is  a  model  of  care  that  was  fairly  typical 
in  the  1960s  and  is  becoming  archaic  in  the  1990s,  the  linkage  to 
medical  education  programs  of  emphasized  care  by  specialists, 
training  for  specialists,  and  not  care  by  primary  care  physicians 
which  has  undermined  the  range  of  preventive  and  wellness  serv- 
ices that  are  provided  to  America's  veterans  today. 

It  is  those  type  of  services  that  I  believe  will  be  emphasized  in 
any  health  care  reform  initiatives.  In  order  for  VHA  to  effectively 
match  to  some  of  the  changes  that  are  going  to  occur  in  our  chang- 
ing health  care  environment,  it  is  going  to  be  important  for  VHA 
to  organize  its  services  across  the  continuum  of  preventive,  out- 
patient, inpatient,  and  alternate  site  services,  alternative  site  serv- 
ices being  homecare,  secondary  care,  intermediate  care  facilities 
that  provide  a  full  spectrum  of  service  to  patients.  Part  of  that 
change  in  organizing  those  services  is  going  to  reflect  some  eligi- 
bility issues  because  currently  there  are  some  American  veterans 
who  receive  some  services  in  the  VA  but  not  all  services  in  the  VA. 
And,  again,  going  back  to  my  comments  about  a  system,  to  have 
a  checkerboard,  to  say  you  are  eligible  for  this  but  not  for  this,  is 
not  any  type  of  systematic  care  for  veterans. 

I  think  there  is  an  opportunity  for  the  VA  to  expand  its  role 
within  American  health  care  as  part  of  this  change  by  adopting  a 
competitive  posture  to  be  attractive  to  a  broader  spectrum  of  Amer- 
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ica's  veterans,  including  dependents  of  America's  veterans,  poten- 
tially by  serving  as  an  alternative  managed  competition  organiza- 
tion for  America's  veterans. 

Chairman  Rockefeller.  That's  fascinating.  You  mean  to  have 
the  entire  VA  system  act  as  kind  of  a  purchasing  pool? 

Dr.  Lord.  Exactly. 

Chairman  Rockefeller.  Interesting, 

Dr.  Lord.  And  that  was  one  of  the  items  that  was  tested  during 
the  Mission  Commission's  work,  and  there  are  reports  available  in 
part  of  the  Commission's  testimony  as  to  the  potential  for  VHA  to 
serve  as  a  managed  competition  or  managed  care  organization  for 
a  broader  spectrum  of  America's  veterans. 

Senator  Daschle.  Mr.  Chairman,  could  I  just  inquire.  I'm  just 
curious.  Let's  assume  you  have  a  purchasing  pool  in  a  State  and 
several  plans  to  compete  for  the  opportunity  to  serve  a  given  popu- 
lation within  that  State,  are  you  suggesting  that  the  VA  would  be 
one  of  the  participants  in  that  pool  or  would  comprise  the  entire 
pool? 

Dr.  Lord.  I  am  suggesting  that  VHA  provide  an  access  point  for 
America's  veterans  to  make  "make  versus  buy"  decisions  about 
where  services  will  be  provided,  whether  they  are  provided  in  a 
Federal  facility  or  in  a  non-Federal  facility,  such  as  was  suggested 
in  the  comments  about  rural  health  care,  and  allow  the  VA  to  serve 
as  a  service  organization  rather  than  an  organization  of  buildings 
and  people;  rather,  to  provide  a  range  of  services  to  America's  vet- 
erans. 

Chairman  Rockefeller.  Please  continue. 

Dr.  Lord.  In  addition  to  that  and  following  up  to  Senator  Mur- 
kowski's  comments,  I  think  it  is  important  for  the  VA  to  participate 
in  a  restructuring  of  all  federally- sponsored  health  care,  and  that 
includes  the  VHA,  Department  of  Defense,  as  well  as  the  Public 
Health  Service,  to  debulk  and  delayer  the  redundant  bureaucracies 
that  exist  in  this  town.  I  think  as  we  look  at  those  redundancies, 
there  is  a  real  opportunity  to  streamline  and  to  reduce  costs  for  di- 
rect Federal  health  care  systems  and  perhaps  create  an  agency  re- 
sponsible for  all  those  facilities  that  would  allow  that  managed 
competition  model  to  select  whether  they  wanted  to  use  those  fa- 
cilities and/or  other  facilities  that  would  be  available  to  provide  ac- 
cess to  care  for  America's  veterans. 

As  system  structures  are  reviewed  and  revised,  I  think  the  issue 
of  quality  of  health  care  can  be  addressed.  Unfortunately,  quality 
is  like  beauty — ^it  is  in  the  eye  of  the  beholder.  Traditional  meas- 
ures of  quality  have  been  looking  at  outcomes,  in  particular  bad 
outcomes,  of  care  and,  based  on  data  that  was  presented  to  the 
Mission  Commission  as  well  as  information  that  was  published  by 
the  VHA  and  the  Joint  Commission,  there  is  evidence  that  suggests 
that  the  VA  is  comparable  in  terms  of  delivery  of  health  care  serv- 
ices to  any  other  organization  in  this  country.  The  problem  is  that 
the  fundamental  basis  of  those  conclusions  are  flawed  and  that  the 
data  don't  reflect  issues  that  relate  to  contemporary  definitions  of 
quality  in  terms  of  efficiency,  access 

Chairman  Rockefeller.  Are  you  saying  that  you  agree  or  don't 
agree  that  its  service  is  comparable? 
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Dr.  Lord.  I  am  saying  that  the  data  that  are  available  today 
show  that  the  VA  is  comparable  to  other  services.  The  problem  is 
that  those  data  are  fundamentally  flawed  for  both  systems,  for  both 
components  of  care. 

Chairman  Rockefeller.  OK 

Senator  Murkowskl  One  other  interruption,  briefly. 

Chairman  Rockefeller.  Sure. 

Senator  Murkowskl  Am  I  catching  the  drift  of  suggestion  that 
the  VA  in  its  restructuring,  size  itself  down  to  where  it  could  be 
competitive  in  the  sense  of  being  an  HMO? 

Dr.  Lord.  I  think  what  I  am  suggesting  is  that  the  VA  behave 
like  a  service  organization,  like  an  HMO,  and  not  be  concerned 
about  size  or  inpatient  beds  or  facilities. 

Senator  Murkowskl  OK.  Let  me  follow  up  with  a  logical  ques- 
tion. An  HMO  operates  in  a  competitive  environment.  Are  you  sug- 
gesting that  there  be  a  gradual  effort  to  actually  provide  the  serv- 
ices that  an  HMO  would  provide  in  a  restructured  VA? 

Dr.  Lord.  I  think  a  restructured  VA  should  have  the  capacity  to 
analyze  what  services  it  can  provide  and  what  services  it  can  pur- 
chase and  make  determinations  where  they  can  get  the  best  value 
of  service,  whether  it  is  inside  of  a  Federal  facility  or  outside  of  a 
Federal  facility.  And  use  a  judgment  based  on  some  data  to  ensure 
the  maximum  access  to  all  of  America's  veterans  to  services  and, 
at  the  same  time,  use  that  data  to  make  logical  and  efficient  deci- 
sions in  terms  of  where  care  can  be  best  acquired. 

Senator  Jeffords.  May  I  follow  up  with  a  question  on  this  point. 
Are  you  talking  about  both  service  connected  and  nonservice  con- 
nected? Or  would  you  at  least  give  the  veteran  a  choice  on  the 
nonservice? 

Dr.  Lord.  I  would  expand  the  pool  of  eligibility  or  access  to  the 
system  to  all  of  America's  veterans.  There  may  be  some  sliding 
scale  based  on  abilities  to  pay,  there  may  be  alternatives  as  we 
look  at  other  components  of  health  care  reform  to  allow  veterans 
to  suggest  or  to  elect  to  participate  in  a  VA-sponsored  health  care 
plan  versus  a  non-VA  health  care  plan  at  their  election. 

Presumably,  every  American  will  have  access  to  health  care  after 
health  care  reform  is  complete.  Once  that  is  true,  then  I  think 
America's  veterans  should  have  the  ability  to  elect  a  VA  system 
which  may  provide  enhanced  or  value-added  services  that  are  spe- 
cific for  America's  veterans,  or  may  elect  to  have  care  provided 
through  some  other  vehicle.  I  think  that  moving  away  from  just  the 
service-connected  or  this  checkerboard  of  partial  service-connected 
access  to  the  system  is  an  important  component  of  reform. 

Senator  Murkowskl  You  haven't  answered  my  question,  maybe 
you  won't,  but  I  want  to  pursue  it  one  more  time.  Would  you  con- 
cede that  the  VA  under  this  restructuring  could  be  in  a  competitive 
atmosphere  with  HMOs? 

Dr.  Lord.  Absolutely.  ( 

Senator  Murkowskl  Thank  you. 

Dr.  Lord.  Moving  back  to  the  issues  of  quality.  I  think  it  is  im- 
portant for  the  data  that  the  VA  produces  to  start  to  reflect  the 
value  of  health  care  service,  and  value  of  health  care  service  is  true 
clinical  outcomes— did  we  accomplish  what  we  wanted  to  accom- 
plish and  did  we  have  the  lifestyle  outcome  that  we  wanted  to  ac- 
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complish  in  terms  of  treatment,  do  we  have  data  to  reflect  the  per- 
ception of  service,  and  do  we  have  data  to  reflect  the  cost  of  service. 
In  addition  to  that,  and  probably  fundamental  to  any  change  in 
health  care  delivery,  we  need  to  have  data  relative  to  the  health 
status  of  America's  veterans. 

The  true  test  of  the  VA  has  to  be  whether  or  not  it  has  made 
some  improvement  in  the  status  of  health  for  all  of  America's  veter- 
ans that  are  served  by  the  VA.  That  means  having  a  measure  in 
place,  understand  health  status,  and  then  systematically  measur- 
ing that  over  a  period  of  time.  That  meains  there  is  an  emphasis 
on  wellness  and  preventive  services  that  currently  are  not  provided 
through  the  VA  but  may  be  provided  through  other  existing  man- 
aged care  vehicles,  such  as  Kaiser  Permanente  which  has  an  exist- 
ing wellness  and  preventive  service  pro-am. 

Chairman  Rockefeller.  Just  to  give  the  other  gentlemen  a 
chance  to  react  to  what  you  said — ^you  are  almost  finished,  I 
assume 

Dr.  Lord.  I'm  almost  finished. 

Chairman  Rockefeller.  Do  you  gentlemen  have  any  reaction  to 
what  Dr.  Lord  has  said?  Dr.  Shine? 

Dr.  Shdje.  Yes,  I  have  a  number  of  reactions  but  I  think  it  would 
be  more  appropriate  to  let  him  finish. 

Chairman  Rockefeller.  OK. 

Dr.  Lord.  I  will  finish  in  short  order.  This  latter  concept  of 
health  status  I  think  is  the  key  paradigm  shift  that  we're  going  to 
see  with  health  care  reform.  As  health  care  reform  comes  in  place, 
the  emphasis  is  going  to  be  on  keeping  people  healthy  and  keeping 
people  out  of  the  system  of  episodic  and  major  intense  services  and, 
by  keeping  them  healthy,  reduce  the  cost  of  care  provided  to  all 
Americans,  including  America's  veterans.  In  order  to  do  that,  VHA 
is  going  to  have  to  change  its  structure  as  well  as  its  mission  and 
become  and  start  to  behave  as  a  health  care  delivery  system  as  op- 
posed to  a  provider  of  specific  services. 

Thank  you. 

[The  prepared  statement  of  Dr.  Lord  appears  on  p.  193.] 

Chairman  Rockefeller.  OK.  Dr.  Shine? 

Let  me  just  say  before  we  begin,  being  brand  new  here,  I  am  ob- 
viously trying  to  figure  out  how  we  can  make  a  question  period 
work  best.  We  have  this  usual  mathematical  calculus  of  everybody 
gets  5  minutes  and  then  the  bell  goes  off,  and  that  disciplines  us 
well,  but  sometimes  it  interrupts  the  cross-exchange  between  mem- 
bers. So  if  I  appear  to  be  wandering  around  on  this,  it  is  because 
it  is  a  creative  exercise. 

Senator  Murkowski.  Which  I  support. 

Chairman  ROCKEFELLER.  Dr.  Shine. 

Dr.  Shine.  I  don't  want  to  get  into  a  semantic  argument  about 
whether  the  VA  is  a  system  or  not.  In  my  view,  it  is  a  system  of 
care. 

Chairman  Rockefeller.  It  is  pretty  important. 

Dr.  Shine.  In  my  view,  it  is  a  system  of  care.  The  problem  is  that 
it  has  substantial  weaknesses.  I  don't  think  Dr.  Lord  and  I  dis- 
agree at  all  with  regard  to  the  notion  that  problems  with  continuity 
of  care,  problems  of  assessing  quality  are  important.  I  would  just 
make  a  couple  of  observations. 
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First,  if  you  look,  for  example,  at  the  kind  of  innovation  that  is 
going  on  at  Sepulveda  VA,  they  are  doing  health  education,  they 
are  using  some  of  the  most  modem  kinds  of  techniques  in  terms 
of  audio-video,  individual,  group  activities,  and  so  forth  for  pur- 
poses of  health  promotion.  They  have  developed  methodologies  to 
look  at  the  health  status  of  the  individuals  who  are  being  managed 
in  those  situations.  The  problems  that  Dr.  Lord  has  identified  in 
terms  of  how  you  evaluate  quality  of  care  are  problems  for  the  en- 
tire health  care  system  that  aren't  limited  to  VA.  I  believe  the  VA 
has  the  capacity  to  address  that  for  a  population  which  is  ex- 
tremely valuable. 

The  notion  that  the  VA  can  provide  a  managed  care  system  I 
support.  A  managed  care  system  implies  continuity  of  care,  it  in- 
cludes primary  care  providers,  and  I  think  one  of  the  things  I  am 
very  pleased  with  is  that  at  Sepulveda  every  single  general  inter- 
nist position  has  been  filled.  They  were  able  to  recruit  people  and 
they  have  been  able  to  attract  interns  and  residents  and  students 
who  are  interested  in  primary  care.  That  is  an  enormous  contribu- 
tion and  it  is  not  limited  to  that  experiment. 

The  third  point  is  that  it  should  be  recognized  that  financing  of 
health  care  is  not  the  same  as  access.  Even  with  a  change  in  the 
financing  system,  given  the  disease  burden  of  veterans  in  the  VA, 
it  is  not  altogether  clear  that  one  can  simply  go  from  the  VA  sys- 
tem to  the  private  sector  or  back  in  terms  of  those  patients.  One 
has  to  understand,  on  the  one  hand,  the  problems  of  adverse  selec- 
tion because  of  the  patient  population;  and  on  the  other  hand,  the 
notion  that  a  number  of  those  patients  will  for  a  long  time  require 
the  kind  of  specialized  services  that  the  VA  provides.  That,  again, 
is  an  opportunity  for  that  checkerboard  which  Dr.  Lord  describes 
to  be  manipulated. 

Finally,  I,  again,  can't  disagree  that  medical  education  in  the 
United  States  has  been  slow  to  move  from  the  tertiary  care  envi- 
ronment into  the  primary  care  environment  or  the  rural  care  envi- 
ronment. I  submit  that  the  VA  system  can,  and  should,  be  a  leader 
in  this  regard.  And  I  agree  that  the  eligibility  issues  are  very  criti- 
cal. As  I  think  you  have  pointed  out  in  the  past,  the  cost  structure 
of  the  VA  is  such  that  it  would  be  very  competitive  price-wise  in 
terms  of  the  care  that  it  is  providing  to  veterans.  And  to  the  extent 
that  one  could  increase  the  eligibility  so  that  it  involves  more  veter- 
ans and  even  potentially  dependents,  one,  in  fact,  could  provide  a 
very  cost-effective  kind  of  activity.  That  is  not  necessarily  the  same 
as  talking  about  managed  competition,  and  I  would  just  as  soon  not 
get  into  a  big  debate  about  that  at  the  present  time.  But  managed 
care  through  the  VA  system  is  very  credible. 

Chairman  ROCKEFELLER.  Which  means  that  if  the  VA  system  is 
producing  health  care  at  about  30  percent  less  than  the  rest  of  our 
hospitals  and  health  care  systems,  you  are  suggesting  that  rather 
than  lose  people,  it  could  lose  veterans  but  there  might  be  a  desire 
for  others  who  are  not  veterans  to  come  into  that  system;  whether 
or  not  that  would  be  allowed  is  another  question. 

Dr.  Shine.  Moreover,  clearly  there  is  a  significant  population  of 
veterans  or  veterans'  dependents  who,  in  fact,  would  represent  a 
pool  even  if  you  restricted  access  to  veterans,  that  cost  structure 


21 

would  make  it  attractive  to  a  wider  population  than  to  the  popu- 
lation that  is  currently  involved. 

The  caveat  I  would  make  is  to  remember,  and  in  this  sense  Dr. 
Lord  is  absolutely  correct  and  I  made  the  point  in  my  testimony, 
the  emphasis  has  been  on  inpatient  medicine  in  the  VA  system.  We 
have  to  change  that,  and  that  is  not  inexpensive.  The  fact  that  we 
are  30  percent  lower  in  terms  of  costs  but  with  a  particular  empha- 
sis on  what  happens  in  the  current  system,  it  would  require  some 
investment  if  you  were  going  to  move  to  a  truly  comprehensive  sys- 
tem because  the  ambulatory  facilities  to  provide  the  kind  of  pre- 
ventative care,  rehabilitative  care,  and  gatekeeping  care  that  you 
are  talking  about  would  require  an  investment  in  the  system. 

Senator  Jeffords.  Mr.  Chairman,  may  I  folio wup  briefly  on 
that? 

Chairman  Rockefeller.  Yes. 

Senator  Jeffords.  I  tend  to  agree  with  what  you  are  saying.  It 
seems  to  me  that  we  are  going  to  have  maybe  two  diflFerent  sources 
of  financing.  You  have  got  the  commitment  of  the  Federal  Govern- 
ment to  service-connected  problems  right  now,  but  you  do  have  the 
opportunity  for  the  VA  system  to  provide  perhaps  competitive  or 
even  better  than  competitive  services  to  nonservice  connected  and 
provide  a  flow  of  money  from  another  source  of  income  into  the  VA 
system  to  assist  it  in  meeting  its  costs  and  budgets  and  to  perhaps 
even  reduce  the  Federal  cost  on  the  service  connected  because  you 
would  have  a  way  to  carry  some  of  your  operating  expenses  for 
that.  That  is  one  way  of  looking  at  it. 

It  seems  to  me  Dr.  Lord  is  saying  we  will  just  open  it  up  to  com- 
petition for  all  services.  Therefore,  you  would  have  a  problem  I 
think  of  finding  that  you  would  end  up  with  insufficient  Federal 
funds  to  cover  those  things  that  you  guarantee  to  veterans  who 
might  not  desire  to  participate  outside  of  the  system. 

Dr.  Lord.  Can  I  just  respond  to  the  Senator's  comment.  I  think 
there  is  an  awful  lot  of  opportunity,  as  we  look  at  direct  Federal 
health  care,  to  recoup  resources  that  can  be  redirected  to  provide 
more  access  to  more  people.  It  is  also  pretty  clear,  I  think  in  my 
mind,  that  the  non-service-connected  veteran  is  going  to  have  some 
amount  of  dollars  allocated  to  them  to  elect  some  type  of  health 
care  coverage.  Those  moneys  could  flow  into  the  VA  or  they  could 
flow  througn  some  APIC  or  HPIC  to  wherever  that  individual  de- 
cides to  elect  services. 

I  am  not  suggesting,  and  I  don't  want  anybody  in  back  of  me  to 
think  that  I  suggestea,  opening  up  veterans  health  care  to  anybody 
but  veterans.  But  I  think  the  key  is  to  expand  the  array  of  services 
that  are  available  to  veterans  and  potentially  veterans'  dependents 
and  have  the  VA  function  as  a  service  as  opposed  to  a  holder  of 
resources.  I  think,  again,  the  whole  idea  of  the  Government  having 
to  make  an  investment  in  more  facilities  or  different  facilities  for 
ambulatory  care  may  not  be  the  option.  It  may  be  an  option  of  a 
VA  administration  that  makes  a  decision  about  where  they  can  ac- 
quire those  services  that  are  already  being  provided  in  the  commu- 
nity. 

Just  one  other  comment  relative  to  Dr.  Shine's  comments.  I  think 
the  experiments  and  the  program  in  Sepulveda  is  wonderful,  but 
I  think  it  is  a  relatively  limited  experiment  within  the  VA  and  it 
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is  in  contrast  to  large  populations  of  individuals  that  are  covered 
through  organizations  like  Kaiser  Permanente  where  services  like 
that  are  provided  to  1  and  2  million  people  in  regions  of  California 
currently.  I  think  as  we  look  at  where  we  can  provide  those  serv- 
ices or  access  those  services,  the  question  is  do  we  want  to  continue 
funding  little  experiments  like  Sepulveda  or  think  that  we  can 
change  the  entire  access  to  groups  of  patients  across  a  much  broad- 
er population. 

Senator  MURKOWSKI.  Mr.  Chairman,  one  point  I  want  to  make 
for  the  record,  and  that  is  the  question  of  comparing  VA  health 
care  costs  with  the  private  sector.  It  is  my  understanding  that  the 
last  official  study  that  was  done  on  that  was  in  1986  and  that  we 
really  don't  have  any  current  information  available  to  accurately 
address  the  question  of  whether,  indeed,  the  VA  is  cheaper  or  more 
expensive  than  private  sector  care.  Does  anyone  know  if  there  is 
any  effort  underway  to  do  a  realistic  comparison? 

Senator  Jeffords.  My  knowledge  is  based  only  upon  my  discus- 
sions with  our  VA  hospital  in  White  River  Junction  and  where  they 
are  absolutely  confident  they  can  provide  health  care  at  a  lesser 
cost  than  we  can  in  a  community  facility. 

Chairman  Rockefeller.  I  think  Frank's  question  is  a  very  good 
one.  I  was  just  about  to  make  the  same  point. 

Senator  MuRKOWSKi.  I've  heard  the  VA's  response  to  that  and 
they  say,  well,  but  you  have  got  to  consider  what  are  costs. 

Senator  Daschle.  I  think  you  also  have  to  consider  what  the  de- 
mographics are.  You  have  a  VA  which  is  very  limited  in  terms  of 
patient  diversity  and  you  have  a  much  wider  patient  population  in 
any  other  hospital.  There  are  concepts  in  the  VA  that  I  think  we 
ought  to  look  at  with  regard  to  its  applicability,  but  in  terms  of  de- 
mographics, you  don't  have  prenatal  care,  neonatal  care,  you  don't 
have  a  lot  of  the  violence  that  occurs  in  general  hospitals  in  the 
emergency  rooms.  So  there  are  a  lot  of  differences  that  preclude  an 
apples  to  apples  comparison  in  the  system  itself 

Chairman  ROCKEFELLER.  But  it  still  would  be  useful  to  know 
that.  I  think  Frank's  point  is  a  good  one.  Basically,  from  what  I  un- 
derstand, the  GAO  study  is  suspect.  I  think  it  is  interesting  and 
an  important  question,  where  the  costs  are  comparable  and  meas- 
urable, if  it  has  not  been  done  for  some  time,  we  really  ought  to 
do  that. 

Dr.  Wilson,  you  had  something.  And  then  we  will  go  to  Senator 
Murkowski. 

Dr.  Wilson.  Senator  Daschle,  you  actually  indicated  part  of  what 
I  was  going  to  caution,  and  that  is  that  while  I  don't  really  disagpree 
with  much  of  what  Dr.  Lord  said,  there  is  a  word  of  caution  in 
terms  of  talking  about  the  VA  being  competitive  as  a  big  HMO. 
There  are  many  services  that  the  VA  now  does  not  have  to  pro- 
vide— services  for  dependents,  maternity  services,  pediatric  serv- 
ices, a  variety  of  things  that  they  get  when  they  need  it  at  very 
little  cost  available  now  through  the  affiliations.  If  the  VA  were  to 
become  an  open  competitor,  these  services  would  have  to  be  pro- 
vided and  the  staffs  would  have  to  be  maintained  and  the  facilities 
would  have  to  be  available  for  all  of  these  services  on  a  rather 
large  basis. 
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So  I  suspect  that  the  real  cost  would  escalate  rather  dramati- 
cally. I  think  to  embrace  it  without  having  an  understanding  of 
what  the  cost  is  now  could  perhaps  be  quite  dangerous. 

Chairman  Rockefeller.  Senator  Murkowski,  any  questions? 

Senator  Murkowski.  I'll  be  very  brief,  Mr.  Chairman. 

I  think  this  has  been  a  good  start  on  a  long  road.  I  think  that 
the  witnesses  today  have  provoked  our  appetite  for  more  informa- 
tion. We  obviously  have  more  questions  that  have  come  up  as  a 
consequence.  But  I  would  like  to  lend  my  questioning  to  all  of  you 
in  one  question  and  just  have  you  go  down  in  general  terms  and 

auickly  give  us  a  reaction.  I  am  going  to  concede  that  there  is  a 
ifference  between  the  GAO,  which  suggests  that  one-half  of  the 
VA  inpatients  would  go  to  a  universal  provider  with  the  advent  of 
national  health  insurance,  and  the  Paralyzed  Veterans  of  America 
suggesting  in  Strategy  2000  that  one-fourth  of  the  VA  patients 
would  do  so.  Rather  than  argue  the  merits  of  whether  it  is  one-half 
or  one-fourth,  either  would  have  a  profound  effect  on  the  VA  struc- 
ture as  we  know  it  today. 

I  am  wondering,  because  of  the  obvious  downsize,  whether  you 
generally  agree  that  that  is  inevitable,  a  substantial  decrease,  a 
shifting,  if  you  will,  of  VA  inpatients  going  to  vmiversal  health  care. 
I  think  we  need  to  have  that  firmly  addressed,  if  it  can  be,  by  ex- 
pert witnesses  and  that  certainly  is  what  your  qualifications  are. 
If,  indeed,  there  is  a  consensus,  then  it  gives  a  baseline  for  consid- 
eration by  this  Committee  in  moving  to  the  next  stage.  Of  course, 
we  have  had  the  VA  criticize  the  GAO  report,  which  you  would  ex- 
pect, but  I  am  not  aware  that  the  VA  is  necessarily  proceeding  with 
their  own  report  as  to  what  the  effect  would  be. 

So  with  that,  I  assume  you  know  the  question  by  now  that  I  ram- 
bled on  with.  Dr.  Shine? 

Dr.  Shine.  I  don't  know  the  answer  to  that  question,  sir. 

Senator  Murkowski.  You  have  no  opinion? 

Dr.  Shine.  At  the  present  time,  I  think  there  are  so  many  forces 
which  would  determine  where  and  how  that  population  behaved, 
whether  in  fact  you  changed  the  eligibility  with  regard  to  ambula- 
tory services,  and  so  forth,  at  the  present  time,  I  don't  believe  I  can 
give  an  informed  response  to  that. 

Senator  Murkowski.  Even  imder  the  assumption  that  we're 
going  to  have  at  some  point  in  time  a  national  health  care,  univer- 
sal health  care? 

Dr.  Shine.  But  it  depends  very  much  on  how  that  is  structured 
and  what  services  are  available  and  whether — you  can  have  a  na- 
tional health  care  system  but  whether  there  are  physicians,  for  ex- 
ample, in  rural  communities  available  to  see  those  patients  or 
whether  there  are  other  kinds  of  providers  in  those  areas  to  see 
those  patients,  all  of  that  will  make  a  difference. 

Senator  Murkowski.  I  assume  that  in  order  for  the  GAO  and  the 
PVA  to  make  their  educated  guess,  they  had  to  rely  on  certain  as- 
sumptions. They  have  come  up  with  a  guess  and  you  are 
saying 

Dr.  Shine.  I  would  have  to  look  at  the  whole  thing  again. 

Mr.  Behringer.  Sir,  I  would  have  two  responses.  The  first  one 
is  that  I  think  everybody  realizes  that  what  everybody  wants — ^you 
and  I  and  the  veteran — ^is  security,  the  ability  to  know  that  if  and 
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when  they  get  sick  they  have  someplace  that  they  can  go.  My  re- 
sponse to  your  question  would  be  what  is  going  to  make  the  indi- 
vidual feel  more  secure?  In  some  cases,  if  they  are  a  great  distance 
away  from  your  VA  facility,  for  example,  in  Anchorage,  they  may 
choose  a  plan  that  would  give  them  more  immediate  access  to  a 
provider  closer  to  where  they  live.  If  they  lived  in  Anchorage,  per- 
haps they  would  choose  the  plan  that  would  include  the  VA  facility 
in  Anchorage.  But  in  terms  of  consumer  behavior — and  the  same 
is  true  in  West  Virginia  and  South  Dakota  and  probably  Vermont — 
if  everything  is  equal  in  terms  of  their  ability  to  have  that  care 
paid  for,  they  may  want  to  choose  to  go  to  a  facility  that  would  be 
closer,  particularly  for  those  who  live  in  rural  areas  that  are  quite 
distant  from  the  existing  facilities. 

I  think  the  second  response  though  is  the  difficulty  of  defining 
who  you  are  trying  to  serve.  Right  now,  you  are  serving  a  small 
portion  of  the  overall  veterans  in  the  country  through  the  existing 
facilities.  You  have  this  dilemma:  do  you  choose  as  a  Committee  to 
focus  on  all  of  the  veterans  and  perhaps,  as  has  been  implied  by 
this  panel,  their  spouses  and  their  families,  or  do  you  choose  that 
significant  portion  that  are  currently  being  served  within  your  fa- 
cilities. I  think  if  you  choose  the  broader  audience,  you  may  get  a 
different  response  than  if  you  choose  that  smaller  audience  that 
currently  are  being  provided  services. 

Senator  Murkowski.  I  don't  disagree.  But  when  you  ask  who  are 
you  trying  to  serve,  clearly  it  is  an  obligation  that  the  Congress  has 
taken  in  establishing  the  VA.  But  the  question  really  is,  what  kind 
of  a  process  is  going  to  be  designed  in  a  national  health  care  sys- 
tem that  is  going  to  affect  the  VA,  because  it  is  going  to  affect  the 
VA  whether  we  want  it  to  or  not.  In  my  particular  State,  we  have 
the  best  of  both  worlds  because  the  veteran  simply  goes  to  the  pri- 
vate sector  and  the  VA  reimburses  the  private  sector.  So  it  is  a 
function  that  is  unique  to  our  area.  It  works  very  well;  the  veterans 
are  very  happy.  There  is  a  legitimate  question  as  to  the  cost-benefit 
ratio,  but  it  does  work. 

So  within  the  VA  we  have  this  dual  system  now.  It  is  not  uni- 
form, clearly,  but  it  is  applicable  in  those  areas  where  it  is  practical 
and  it  is  certainly  not  practical  to  build  a  VA  hospital  in  my  State 
of  Alaska. 

Dr.  Wilson? 

Dr.  Wilson.  Senator,  I  don't  know  but  I  have  an  opinion.  The 
opinion  is  that 

Senator  Murkowski.  Thank  you.  It  has  been  a  hard  time  getting 
an  opinion  so  far.  [Laughter.] 

Dr.  Wilson.  The  VA  is  going  to  have  to  look  at  what  it  is  going 
to  be  doing  years  down  as  the  VA  population  diminishes  anyway. 
So  it  is  going  to  have  to  look  at  facilities  that  will  no  longer  be  used 
to  their  capacitv.  I  think  the  answer  to  the  question  is  that  it  is 
going  to  depend  on  where  you  are  talking  about.  To  borrow  from 
Dr.  Lord,  the  checkerboard  effect,  all  of  the  VA  centers  are  not  the 
same.  They  vary  tremendously  in  terms  of  how  they  look,  their 
overall  attractiveness,  the  services  that  they  can  provide,  they  vary 
with  respect  to  what  the  local  communities  feel  about  them  in 
terms  of  prestige.  I  think  a  veteran  who  has  the  opportunity  to  go 
to  an  institution  that  he  or  she  feels  is  an  outstanding  medical  m- 
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cility  will  go  to  that  institution.  If  it  is  a  VA,  I  think  they  will  go 
there.  If  it  is  not  a  VA  and  they  have  a  choice,  I  think  they  will 
probably  shun  the  VA  to  go  to  another  institution. 

So  the  answer,  in  terms  of  doing  that  kind  of  study,  I  think  it 
is  going  to  have  to  look  at  different  types  of  VAs  and  look  at  the 
different  types  of  facilities  that  VAs  will  be  able  to  provide.  I  think 
some  will  be  considered  to  be  very  attractive  and  there  will  prob- 
ably be  no  shifting.  I  think  with  others,  there  may  be  significant 
shifting.  That's  why  I  think  there  may  be  such  a  big  difference  be- 
tween the  two  studies,  quite  frankly. 

Senator  MURKOWSKI.  Dr.  Lord? 

Dr.  Lord,  Senator,  I  can't  give  you  a  quantifiable  answer,  but  I 
think  inevitably,  as  we  look  at  the  types  of  services  that  are  pro- 
vided to  all  Americans,  not  only  veterans,  we  can  expect  a  shift 
away  fi-om  inpatient  intensive  housed  care  for  patients.  I  think  in 
terms  of  the  types  of  services  and  where  services  are  provided,  they 
are  going  to  be  provided  in  a  wide  array  of  locations,  including  pa- 
tients homes.  I  think  we're  going  to  see  changes  and  we  are  going 
to  have  to  see  changes  take  place  along  those  lines.  I  think  both 
the  PVA  study  as  well  as  the  GAO  report  probably  reflect  the  fact 
that  every  system  is  going  to  have  some  level  of  change. 

I  think  as  we  look  at  issues  of  what  the  VA  is,  one  of  the 
things — and  I  think  you  heard  it  from  other  panel  members — an 
ongoing  emphasis  of  facilities  is,  in  my  mind,  an  archaic  way  of 
thinking  about  the  VA,  We  need  to  start  thinking  about  the  VA  as 
an  array  of  services  that  are  provided  to  America's  veterans.  I 
think  we  have  too  much  investment,  too  much  thought  process  in 
things  and  buildings  and  symbols  of  resources  and  power  alloca- 
tion. We  need  to  be  thinking  more  about  how  we  provide  access  to 
services  and  what  those  services  are  and  should  be.  And  they  may 
not  be  provided  in  a  building  labeled  VA;  they  may  be  provided  in 
a  building  labeled  Navy  or  DOD  or  they  may  be  provided  in  a 
building  labeled  Kaiser  Permanente  if  that  is  the  best  place  to  get 
services  for  veterans  who  are  in  a  particular  location. 

I  think  it  is  fundamental  that  we  think  service  instead  of  think- 
ing things.  That  is  a  major  shift  I  think  in  mentality.  When  we 
think  that  way  it  may  have  a  decompressive  effect  on  the  buildings 
that  we  have  built  that  are  old,  archaic,  and,  again,  resource  in- 
tense. 

Senator  Murkowski.  Thank  you.  Dr.  Lord. 

It  would  seem  to  me,  Mr.  Chairman,  that  this  is  a  fundamental 
question  to  be  pursuing.  I  would  suggest  to  you  at  an  appropriate 
time  in  the  ongoing  process  that  we  perhaps  ask  the  GAO  and  the 
PVA  to  testify  relative  to  their  reports.  I  am  also  thinking  out  loud, 
Mr.  Chairman,  which  is  sometimes  dangerous,  but  you  are  embark- 
ing on  a  meritorious  effort  and  clearly  me  implications  that  we  are 
going  to  pursue  fall  into  the  realm  of  reform  in  the  Department  of 
Defense  which,  as  you  know,  is  under  the  jurisdiction  of  the  Com- 
mittee on  armed  services,  which  has  other  priorities,  and  the  Pub- 
lic Health  Service,  which  is  under  HHS.  The  application  of  what 
you  are  trying  to  do  certainly  includes  those  other  areas,  and  it 
might  be  food  for  thought  to  encourage  at  least  the  chairmen  of 
those  Committees  to  brief  us  on  whether  they  want  to  go  into  it 
themselves  into  their  area  of  oversight  or  would  welcome  that  we 
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kind  of  take  along  the  Public  Health  Service  and  Department  of 
Defense  with  us  as  we  go  through  this  process. 

Thank  you,  Mr.  Chairman. 

Chairman  Rockefeller.  That's  useful. 

Dr.  Wilson,  maybe  I  will  start  with  you  on  this.  If  America  start- 
ed turning  out  an  equal  ratio  of  general  practitioners  to  specialists 
this  year,  50-50,  it  would  be  the  year  2040  before  we  would  arrive 
at  a  national  50-50  split,  which  suggests,  therefore,  an  enormous 
crisis  in  primary  care.  Now  if  we  understand  that  50  percent,  or 
close  to  that,  of  physicians  who  are  training  at  medical  schools  re- 
ceive some  training  through  VA — and  if  it  is  to  be  national  policy 
that  we  have  got  to  encourage  primary  care,  reward  primary  care, 
and  glorify  primary  care — then  you  have  to  assume  that  the  VA 
cannot  just  passively  sit  by  and  accept  without  criticism  the  ratios 
that  are  coming  through. 

So  I  have  two  questions.  One,  are  the  ratios  that  are  coming 
through  for  training  in  the  VA  reflective  of  the  general  ratios — ^you 
know,  some  people  say  20  percent,  others  argue  35  percent,  it  de- 
pends who  you  include  in  primary  care,  but  it  is  insufficient.  Is  the 
VA  just  accepting  those  as  they  come  through,  or  is  there  a  way 
that  the  VA  could,  in  fact,  steer  this  ship  in  a  different  direction? 

Dr.  Wilson.  The  VA,  because  it  primarily  is  interested  in  train- 
ing programs  in  internal  medicine,  surgery,  for  example,  and  then 
some  of  those  specialties,  alreadv  excludes  some  of  the  specialty 
areas  that  would  not  be  includea  in  primary  care.  So  the  overall 
14  or  15  percent  figure  that  you  hear  nationally  of  graduating  doc- 
tors electing  primary  care,  those  who  go  through  the  VA  is  a  much 
higher  figure  than  the  14  or  15  percent. 

Chairman  Rockefeller.  Would  it  be  close  to  half? 

Dr.  Wilson.  No.  I  think  it  would  be  about  30  percent.  But  I 
think  that  most  of  the  medical  schools  have  already  accepted  the 
challenge  to  try  to  increase  dramatically  the  number  of  primary 
care  physicians.  The  medical  schools  can  do  a  number  of  things  in 
the  curriculum  to  expose  students  to  primary  care.  The  medical 
schools  can  do  a  number  of  things  to  increase  student  activity  out 
in  the  community,  in  the  rural  community,  getting  a  chance  to  see 
what  it  is  like  to  deal  with  patients  in  a  different  kind  of  setting. 
Medical  schools  understand  that  you  have  to  get  out  of  the  hos- 
pital. The  inpatient  learning  is  not  as  valuable  as  it  used  to  be,  and 
so  almost  all  schools  are  looking  toward  changing  their  curriculum 
to  increase  ambulatory  medicine. 

Medical  students,  however,  are  fairly  sophisticated  and  medical 
students  part  way  through  begin  to  look  at  life  after  medical 
school.  Life  after  medical  school  includes  paying  off  a  significant 
debt.  About  83  percent  of  all  students  now  have  some  kind  of  debt 
and  over  20  percent  have  debt  in  excess  of  $75,000  by  the  time 
they  graduate.  There  is  a  real  reality.  You  can  read  whoever's  fig- 
ures you  want  to  read,  but  the  reality  is  that  those  who  are  in 
some  specialties  have  an  average  income  after  training  that  is 
twice  what  the  primary  care  physician  gets. 

I  think  one  of  the  things  that  we  need  to  do  is  we  have  to  con- 
sider other  ways  to  enhance  the  attractiveness  of  primaij  care.  It 
cannot  all  be  a  stick,  there  has  to  be  somehow  a  part  of  a  carrot 
in  there  to  make  it  more  attractive.  I  think  tuition  forgiveness  or 
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loan  forgiveness  are  ways  that  one  can  make  some  of  these  things 
more  attractive. 

Chairman  Rockefeller.  That  is  not  set  in  the  VA  system.  That 
has  to  be  done  elsewhere,  the  GME,  IME.  All  of  that  has  to  be  done 
and  it  will  be  done  elsewhere.  Does  VA  have  to  remain  passive? 

Dr.  Wilson.  I  do  not  think  the  VA  is  remaining  passive,  at  least 
not  at  my  VA.  There  is  a  very  clear  mandate  that  what  we  are  in- 
terested in  is  getting  more  primary  care  physicians.  We  cannot  and 
would  not  ask  the  VA  to  support  more  training  in  nonprimary  care 
specialties.  It  would  not  be  in  our  interest  to  do  so  and  it  would 
not  be  in  the  VA's  interest.  So  the  VA  is  not  sitting  passivelv  by 
sajdng  we  will  take  whatever  you  give  us,  and  they  nave  not  oeen 
doing  that  for  several  years. 

Chairman  Rockefeller.  Other  comments? 

Dr.  Shine.  Yes.  The  VA  can  and  should  continue  to  do  that.  The 
way  one  does  that,  it  seems  to  me,  is  to  organize  care  around  man- 
aged care  arrangements  so  that  residents,  interns,  and  students  in 
fact  function  in  that  environment.  Again,  I  accept  Dr.  Lord's  criti- 
cism that  the  Sepulveda  experience  is  one  small  experience.  But, 
again,  I  remind  you  they  went  from  a  program  where  they  had 
trouble  matching  interns  to  one  where  they  got  a  very  high  match 
rate  because  they  were  doing  a  program  which  was  very  exciting. 
I  think  you  can  bring  people  into  the  field  bv  virtue  of  the  pro- 
grams in  the  VA.  I  think  the  issue  is  not  wnether  Sepulveda  is 
small  but  can  it  be  replicated  in  a  substantial  way. 

I  also  point  out  to  you,  in  terms  of  your  original  observation,  that 
once  we  go  to  a  managed  care  system  in  which  the  primary  care 
provider  controls  the  capitation,  you  are  going  to  find  subspecialists 
taking  courses  on  how  to  become  primary  care  providers. 

Chairman  Rockefeller.  Yes.  That  is  true.  When  it  is  a  per 
capitated  fee,  you  eat  the  cost  of  what  you  have  to  do  later  on.  So 
I  think  you  are  entirely  right.  That  really  puts  the  emphasis  on  pri- 
mary care. 

Any  other  comments? 

Dr.  Lord.  Just  a  few  real  quick  comments.  First,  I  think  in  terms 
of  your  question,  it  is  probably  in  health  care  always  important  to 
define  terms.  And  defining  what  you  mean  by  primary  health  care 
and  primary  care  is  a  key  component  to  analyzing  those  numbers 
because  I  think  it  is  one  of  those  statements  in  the  eye  of  the  be- 
holder of  what  constitutes  primary  care  and  what  doesn't. 

Second,  I  think  there  is  a  real  opportunity  for  VA  and  VA  medi- 
cal centers  that  are  aligned  with  the  academic  institutions  to  em- 
bark in  retraining  programs,  to  convert  specialists  into  generalists. 
There  are  three  programs  around  the  country  right  now  that  are 
not  associated  with  VA  hospitals  that  are  currently  1-year  resi- 
dency or  postgraduate  programs  that  take  surgeons  or  other  indi- 
viduals who  have  been  super  specialized  and  revert  them  to  a  gen- 
eral practitioner. 

And  then,  third,  in  statistic  I  think  it  is  important  to  understand 
the  mentality  of  other  organizations.  Last  year,  52  percent  of  the 
primary  care  graduates  in  this  country,  and  that  is  across  the  Unit- 
ed States,  were  hired  by  Kaiser  Permanente.  And  I  think  when  we 
start  to  think  about  and  look  at  organizations  that  are  making  in- 
roads to  design  systems  of  care  to  keep  people  away  fi*om  intensive 
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and  resource  intense  sorts  of  services,  we  need  to  look  and  under- 
stand how  those  models  operate.  That  clearly  is  in  contradistinction 
to  the  way  the  VA  has  operated  in  the  last  several  years. 

Chairman  Rockefeller.  Fifty-two  percent  of  all  primary  care 
physicians  who  graduated  from  anywhere  in  this  country  went  into 
Kaiser? 

Dr.  Lord.  From  residency  programs  were  employed  by  Kaiser 
last  year. 

Chairman  ROCKEFELLER.  Interesting. 

Mr.  Behringer.  Therein  lies  part  of  the  problem  with  rural 
health  care.  As  you  well  know,  Senator,  because  I  know  you  have 
been  an  advocate  for  National  Health  Service  Corps  programs  and 
other  programs  that  have  assisted  rural  areas  to  attract  physicians, 
nurse  practitioners,  certified  nurse  midwives,  and  physician  assist- 
ants, we  have  a  crisis  in  rural  America.  It  is  very  difficult  to  com- 
pete with  the  Kaisers  of  the  world  to  attract  physicians  into  rural 
West  Virginia. 

Chairman  Rockefeller.  A  National  Health  Service  Corps  physi- 
cian will  be  paid  what?  A  Kaiser  Permanente  will 

Mr.  Behringer.  My  understanding  of  Kaiser  Permanente  start- 
ing salaries  for  primary  care  physicians  ranges  between  $115,000 
and  $120,000  a  year. 

Chairman  Rockefeller.  That  is  absolutely  incredible.  There  is 
no  way  rural 

Senator  MuRKOWSKi.  Is  insurance  paid  by  Kaiser? 

Dr.  Lord.  Yes.  Independent  of  that  salary. 

Mr.  Behringer.  Yes,  sir.  You  well  know  the  situation  and  crisis 
of  trying  to  attract  physicians,  and  one  solution  may  be  the  poten- 
tial linkages  between  the  existing  VA  system,  resource  rich  with 
residents,  and  a  resource-poor  rural  community  might  be  the  abil- 
ity to  link  together  through  efforts  like  the  community  partnership 
program  which  exists  in  West  Virginia,  Tennessee,  and  other 
States  now.  They  try  to  attract  those  physicians  once  they  complete 
their  residency  programs  into  practicing  in  those  rural  areas.  The 
VA  system  could  continue  the  way  that  it  functions  now,  provide 
excellent  communication  mechanism  between  the  VA  and  rural 
providers,  coordinate  specialty  services  for  veteran  populations 
with  the  primary  care  practices  who  are  in  rural  areas. 

It  is  an  issue  of  continuity  of  care.  It  is  an  issue  of  resource  allo- 
cation of  health  professionals  across  the  country.  And  I  think  it  is 
going  to  be  an  issue  of  survival  of  a  rural  health  care  system  in 
general.  And  I  hope  that  the  task  force  Mrs.  Clinton  is  running  will 
recognize  those  issues  of  survivability. 

Chairman  Rockefeller.  It  needs  to  be  said,  I  think,  there  is 
just  a  general  assumption  that  because  there  are  30  working 
groups  at  work,  300  experts  working  day  and  night,  7  days  a  week, 
that  rural  health  care  is  going  to  get  solved  and  it  is  just  a  ques- 
tion of  where  do  you  find  the  magic  solution.  I  am  very  worried 
about  that.  Now  I  am  one-third  more  worried.  If  Kaiser  is  pulling 
$110,000  to  $125,000  for  general  practitioners,  this  is  an  enormous 
problem. 

Do  any  of  you  have  any  suggestions?  Well,  no,  because  that  is 
outside  the  VA  system.  I  want  to  get  into  global  budgeting. 
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Global  budgeting  is  highly  controversial.  Containing  costs  is  ab- 
solutely necessary.  Containing  costs  on  a  voluntary  basis  has  not 
been  a  notable  success  in  this  country.  One  could  look  at  the  VA 
since,  obviously,  it  has  a  global  budget.  Like  the  Defense  Depart- 
ment, it  has  a  budget.  Dr.  Shine,  you  referred  earlier,  and  this 
could  be  another  whole  series  of  hearings,  but  you  referred  to  a 
management  style  problem,  micromanagement.  I  assume  that 
meant  from  the  VA  down  to  the  hospital.  I  have  noticed  sometimes 
an  imperial  quality  to  VA  hospital  directors  and  their  sense  of  do- 
main. Hence,  I  am  wondering  how  are  the  troops,  so  to  speak,  by 
which  I  mean  the  health  care  professionals,  feeling  on  down  the 
line.  You  used  the  word  "political"  which  was  interesting  to  me. 

Now  the  global  budget.  There  is  no  question  the  VA  has  a  global 
budget  and  there  is  also  no  question  that  the  VA  is  underserved 
in  nursing,  you  have  all  said  it  is  understaffed,  it  is  under  some- 
thing in  other  areas.  Insofar  as  we  must  have  really  radical  cost 
containment  or  else  this  whole  health  care  reform  is  just  talk,  what 
does  the  VA  have  to  teach  positively  and  negatively  to  the  general 
health  care  system  about  global  budgeting?  You  can  all  take  a 
crack  at  that. 

Dr.  Shine.  The  point  that  I  wanted  to  emphasis  was  that  at  the 
present  time,  if  a  hospital  or  a  group  of  VA  hospitals  or  a  group 
of  facilities  can  come  up  with  some  ways  in  which  by  consolidation 
of  services  or  by  shifting  services  or  whatever  they  could  provide 
equal  or  better  health  care,  there  are  disincentives  in  the  system 
to  do  it.  For  example,  if  indeed  by  consolidating  programs  you  save 
substantial  amounts  of  money,  there  is  a  high  probability  that  you 
will  lose  the  money  in  that  local  environment.  So  you  have  people 
sitting  around  the  table  unwilling  or  unable  to  decide  that  services 
ought  to  be  consolidated  for  fear  that  everyone  will  be  the  loser. 

Second,  as  has  been  pointed  out  to  you,  the  system  has  to  move 
to  an  ambulatory  environment.  At  the  present  time,  the  incentives 
still  remain  very  strongly  in  favor  of  reimbursement  based  upon  in- 
patient procedures,  inpatient  behavior.  If,  on  the  other  hand,  one 
were  to  adopt  a  series  of  general  principles  around  which  one  want- 
ed to  run  the  system,  if  managers  and  physicians  and  nurses  had 
the  notion  that  they  had  a  budget  which  they  could  use  to  improve 
the  health  of  the  patients  there  and  could  manipulate  that  budget 
so  that  where,  for  example,  more  ambulatory  services  could  be  used 
effectively  or  services  could  be  consolidated  without  losing  re- 
sources as  a  consonance  of  being  effective,  I  think  you  would  see 
some  real  increases  in  productivity. 

Chairman  Rockefeller.  I  am  trying  to  digest  that.  Other  com- 
ments? I  need  comments.  I  want  comments. 

Mr.  Behringer.  I  think  there  is  a  lot  to  be  learned  from  global 
budgeting.  Take  Pocahontas  County,  West  Virginia,  as  an  example, 
and  look  at  the  concept  of  how  much  money  gets  spent  in  health 
care  for  all  the  residents  in  that  very  rural  community.  Then  try 
to  understand  how  much  service  gets  provided  within  and  outside 
of  that  county.  Therein  lies  part  of  the  issue  of  global  budgeting. 
What  we  can  learn  is  that  services  can  be  consolidated  at  a  local 
level  and  what  needs  to  be  consolidated  or  decentralized  at,  for  ex- 
ample, veterans  facilities. 
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I  think  we  can  probably  do  both.  I  would  hope  that,  as  you  go 
through  your  deliberations,  one  of  the  things  that  you  do  find  is 
that  there  are  some  very  specialized  services  for  a  very  specialized 
population  that  cannot  be  compromised  for  the  veterans  and  that 
those  services  can  best  be  provided  and  most  efficiently  be  provided 
at  the  veterans  facilities.  At  the  same  time,  because  those  veterans 
do  live  in  communities  and  they  do  have  to  depend  upon  those  com- 
munities either  in  emergency  situations  or  for  those  veterans  who 
currently  are  not  eligible  for  the  services  at  the  VA  medical  cen- 
ters, that  those  communities  could  benefit  from  being  able  to  pro- 
vide those  services  and  capture  some  of  that  market  and  be  able 
to  do  global  budgeting  on  a  community,  or  a  county,  or  a  regional 
basis. 

Chairman  Rockefeller.  Let  me  refine  my  question.  If  you  have 
a  global  budget  and  it  is  not  sufficient  and  you  know  going  in  that 
it  is  not  sufficient,  then  the  ultimately  rational  hospital  adminis- 
trator would  say,  "Good,  now  I  have  to  allocate  my  resources,  since 
they  are  scarce,  in  an  utterly  effective  way  which  reflects  the  exact 
priorities  which  are  needed  for  my  veterans  population."  To  what 
extent  is  that  being  done  or  not  being  done?  In  other  words,  global 
budgeting  is  a  fact,  but  you  can  use  it  creatively  or  you  can  run 
your  hospital  poorly  and  make  global  budgeting  look  terrible.  What 
do  you  gentlemen  have  to  offer  on  that  issue? 

Mr.  Behringer.  Global  budgeting  outside  of  the  definition  of  the 
core  benefits  of  what  would  be  provided  makes  no  sense.  I  think 
the  key  question  that  the  Committee  will  have  to  resolve  is  what 
benefits  as  part  of  either  the  broader  national  health  reform  pack- 
age or  what  benefits  as  part  of  a  veterans  package 

Chairman  Rockefeller.  I  am  talking  local.  You  used  the  word 
"micromanagement."  Dr.  Shine,  and  all  of  you,  to  what  degree  do 
you  think,  with  a  global  budget  which  is  imposed — and  we  just  call 
it  an  appropriated  budget  each  year — that  administrators  in  VA 
hospital  systems  look  at  that  and  then  allocate  it  on  the  real  prior- 
ities that  are  required  within  their  system;  or  to  what  extent  do 
you  think  they  just  say,  well,  we  have  this  much  money  and  we  are 
going  to  run  it  the  way  we  have  been  doing  it  all  these  years,  with- 
out adjusting  or  reflecting  the  real  priorities  for  their  veterans? 

Dr.  Wilson.  I  think  vour  question  is  a  very  difficult  one  but  I 
will  tell  you  what  I  think  based  on  some  previous  experience.  It  has 
nothing  to  do  with  Baltimore.  I  think  to  use  the  VA  as  an  example 
of  a  good  way  to  engage  in  global  budgeting  would  probably  be  a 
mistake.  In  fact,  there  are  a  number  ofinstances  where  if,  in  fact, 
the  budget  is  restricted,  then  in  fact  there  may  be  shifling  to  prior- 
ities. But  one  of  the  ways  to  live  within  your  budget  is  not  to  pro- 
vide various  services,  or  to  provide  them  in  such  a  diminished  or 
delayed  fashion  that  they  really  do  not  satisfy  the  consumer. 

Chairman  Rockefeller.  And  not  providing  services  which  are 
needed,  you're  suggesting.  Can  you  give  me  some  examples? 

Dr.  Wilson.  Wmch  are  needed,  yes.  One  example  would  be  to  in- 
crease the  waiting  time  for  a  patient  visit  in  ambulatory  care  from 
10  days  to  40  days.  That  is  not  a  good  idea  but  that  is  what  can 
be  done  based  on  the  number  of  staff  that  you  have  to  provide  the 
services  in  a  particular  institution.  Another  may  be  to  decide  what 
kinds  of  drugs  are  going  to  be  available  and  what  range  of  drugs 
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will  be  available  from  the  pharmacy.  Another  may  be  to  pick  cer- 
tain kinds  of  drugs  that  are  less  costly  and  may  be  not  quite  as 
effective,  based  on  the  professional  staffs  recommendations,  as 
other  things.  One  way  may  be  not  to  provide  services  at  your  insti- 
tution. We  already  engage  in  instances  where  if  you  live  in  a  par- 
ticular area  and  you  have  a  particular  problem,  you  may  have  to 
go  to  a  hospital  60  miles  away. 

Now  the  VA  has  made  the  decision  to  do  this  regionalization  and 
it  tells  the  consumer  what  the  consumer  is  going  to  be  entitled  to 
and  it  is  accepted.  In  our  overall  society,  I  am  not  so  certain  how 
willing  the  consumer  is  going  to  be  to  have  the  service  60  miles 
away.  I  am  not  sure  that  we  have  a  good  handle  on  what  the 
consumer  expects  from  health  care.  A  consumer  wants  more  afford- 
able health  care,  clearly,  and  more  access,  but  I  am  not  sure  that 
we  really  have  a  good  handle  on  what  global  budgeting  would  do 
when  we  tell  individuals  that  you  are  going  to  have  to  wait  x  period 
of  time  to  get  this  done  or  be  seen. 

I  have  also  had  experience  in  the  National  Health  Service  where 
I  was  a  consultant  and  there  is  a  big  difference  in  terms  of  avail- 
ability. You  are  covered,  you  have  the  coverage  but  you  may  not 
have  access  based  on  the  fact  that  there  aren't  enough  individuals 
there  to  provide  it.  So  I  think  that  global  budgeting  is  important. 
It  needs  to  be  looked  at  very  carefully.  I  would  not  suggest  that  the 
VA  example  could  be  transformed  to  what  is  going  on  in  health 
care  reform  right  now  and  adapted. 

Chairman  Rockefeller.  Yes,  Dr.  Lord,  and  then  I  am  going  to 
go  to  Senator  Simpson. 

Dr.  Lord.  The  issue  is  not  global  budgeting.  I  think  the  issue 
really  is  how  that  budget  gets  down  to  the  facility.  No.  1,  the  lack 
of  predictability  of  budgets  from  time  period  to  time  period  creates 
all  sorts  of  problems  in  terms  of  designing  a  system  of  care  and 
having  continuity  of  care  if  in  one  budget  cycle,  something  is  avail- 
able and  in  the  next  budget  cycle  something  is  not  available. 

I  think  something  we  need  to  take  a  look  at  in  the  VA  as  well 
as  in  other  direct  Federal  health  care  programs  is  what  is  the  im- 
pact of  the  weight  of  bureaucratic  decisions  that  have  been  either 
made  through  legislation  or  through  regulation.  In  each  of  the  indi- 
vidual direct  health  care  systems,  that  has  stymied  creativity  and 
incentives  aroimd  how  to  operate  with  that  global  budget.  Require- 
ments for  specific  types  of  contracting,  contractor  selection,  proc- 
esses to  go  through  for  contract  selection,  the  procurement  proc- 
esses, other  requirements  that  are  laid  on  top  of  other  require- 
ments really  inhibit  the  facilities  to  take  a  global  budget  and  use 
it  like  a  managed  care  organization  would  look  at  a  capitated  budg- 
et. 

The  realities  are  when  we  look  at  other  health  care  delivery  sys- 
tems they  are  operating  in  global  budgets.  They  are  operating  on 
a  fee  that  is  generated  on  a  per  person  basis  that  gives  them  a 
global  budget  figure  for  the  year  and  they  have  the  flexibility  then 
to  manage  within  that.  Again,  the  long-term  strategy  is  the  better 
and  the  healthier  you  can  keep  people  that  fewer  of  the  highly  in- 
tense resources  will  be  consumed  down  the  road.  That  is  not  a  year 
to  year  budget  cycle,  that  is  a  3  to  5  to  8  year  thinking  process 
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about  how  to  make  people  and  keep  people  healthy  as  opposed  to 
using  services. 

So  I  think  we  can  use  global  budgets.  I  think  we  can  use  targets. 
I  think  there  are  a  number  of  things  that  can  be  looked  at.  We 
have  to  look  at  the  time  period  that  those  budgets  cover  and,  prob- 
ably more  importantly,  we  have  got  to  figure  out  some  ways  to 
rethink  and  maybe  take  almost  a  zero  based  analysis  of  the  regula- 
tions that  we  have  layered  onto  every  one  of  these  Federal  organi- 
zations. 

Chairman  Rockefeller.  We  have  been  joined  by  a  former  ter- 
rorizing lineman  for  the  University  of  Wyoming.  [Laughter.] 

We  welcome  Senator  Simpson.  Any  comments?  We  are  in  the 
middle  of  a  free-flowing  discussion  here. 

OPENING  STATEMENT  OF  SENATOR  SIMPSON 

Senator  Simpson.  Mr.  Chairman,  it  is  a  pleasure  to  be  here.  I  ad- 
mire what  you  and  my  friend  Frank  Murkowski  are  doing.  Both  of 
you  are  my  friends,  indeed.  What  you  are  doing  is  important.  This 
issue  of  health  care  is  the  most  important  item  facing  the  country. 
I  have  an  opening  statement  and  I  ask  unanimous  consent  that  it 
be  placed  in  the  record. 

Chairman  Rockefeller.  Surely. 

[The  prepared  statement  of  Senator  Simpson  appears  on  p.  185.] 

Senator  Simpson.  I  would  just  say  that  I  hope  we  can  deal  with 
this  issue  on  an  honest  basis  without  the  veterans'  organizations 
coming  together  to  tell  us  that  this  is  some  dastardly  plot.  That  is 
what  you  are  going  to  face.  Anything  you  do,  anything,  with  what- 
ever health  programs  exist  now,  the  lobbyists  will  drag  up  the  old 
tattered  phrases  of  mainstreaming  and  vouchering  and,  oh,  Lord, 
all  the  horror  stories  you  have  ever  heard.  The  "professional  fund- 
raising  groups"  will  look  at  this,  and  say  anything  we  do  is  possibly 
trying  to  destroy  the  Department  of  Veterans  Affairs  or  the  veter- 
ans health  care  system.  So,  I  think  it  is  excellent  that  you  pursue 
health  care  reform.  I  hope  to  help.  I  hope  the  thoughtful  veterans' 
organizations  will  help. 

It  is  very  important  that  we  look  at  the  DOD.  Nobody  in  America 
really  knows  anything  about  the  Department  of  Defense's  huge, 
huge  medical  outlay.  All  you  have  to  do  is  go  to  Walter  Reed  or  Be- 
thesda  and  see  the  array  of  dependents  and  retirees  who  are  being 
cared  for.  That  was  never  the  intent  of  that  system.  We  have  to 
look  at  this  issue  closely.  We  have  to  look  at  the  duplication  be- 
tween DOD  and  VA  facilities.  The  American  people  do  not  even 
know  there  is  a  DOD  health  care  system.  They  don't  know 
CHAMPUS  from  chimps.  There's  tons  of  bucks  in  there.  That  is  not 
the  Chairman's  role  but  it  is  a  role  that  is  certainly  to  be  coordi- 
nated with  this  Committee. 

Regarding  global  budgeting^it's  a  great  term  but  I  have  been 
here  14  years  and  the  VA  never  has  to  worry  about  global  budget- 
ing. If  they  run  out  of  funds,  we  just  propose  a  supplemental  and 
everybody  votes  for  it  like  a  dose  of  salts,  so  I  would  not  even  speak 
about  global  budgeting.  There  is  the  supplemental  appropriations 
bill,  and  there  is  always  also  the  dire  supplemental  bill,  and  then 
their  is  the  dire,  dire  supplemental  bill.  So  global  budgeting  is  a 
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nice  idea  but  it  means  nothing  because  of  the  supplemental s  that 
we  have  passed  with  regard  to  the  VA  over  the  years. 

Now  other  than  that,  I  have  a  question.  If  the  global  budgeting 
all  went  to  health  care,  it  would  be  a  nice  idea.  But  it  doesn't;  it 
goes  into  the  layering  structures  within  the  VA,  huge  administra- 
tive layers  of  functions  within  the  VA.  I  have  watched  that  happen, 
I  have  tried  to  learn,  and  I  will  be  glad  to  help. 

Now  let  me  ask.  Dr.  Wilson,  in  your  statement  you  stated  there 
are  three  main  options,  and  I  agree  with  you.  You  speak  of 
downsizing  the  system  as  the  patient  population  declines,  which  is 
obviously  going  to  be  occur;  revising  the  eligibility  criteria  in  the 
short-term  and  developing  linkages  to  allow  nonveteran  patients  to 
access  the  system.  Then  you  mentioned  the  third  one,  the  integra- 
tion of  the  VA  into  the  national  health  care  system.  Yet  we  saw  the 
absolutely  disgusting  exercise  of  an  organization  I  am  a  member  of, 
the  VFW,  as  they  tore  that  same  suggestion  to  shreds.  The  Rural 
Health  Care  Initiative  would  have  furnished  health  care  to  an  un- 
derserved  white  population  and  an  underserved  black  population. 
In  response,  the  VFW  went  "ape."  It  was  so  bad  that  they  even  got 
rid  of  the  Secretary  of  Veterans  Affairs,  which  they  do  regularly. 
They  even  eat  their  young  in  that  organization.  [Laughter.] 

They  did  it  to  Richard  Roudabush  who  was  one  of  their  members. 
They  did  it  to  Max  Cleland  who  was  a  Democrat.  They  have  done 
it  to  everybody.  Their  moment  of  truth  is  coming. 

I  just  say  to  you  as  far  as  my  experience  here,  serving  with  Al 
Cranston  and  yourself  and  others  over  the  years,  the  service  orga- 
nizations have  opposed  viscerally  every  one  of  those  three  options 
which  you  mentioned.  Where  does  that  leave  us? 

Dr.  Wilson.  Senator,  at  the  risk  of  being  eaten  alive,  I  think  that 
perhaps  part  of  the  problem  has  been  that  there  has  been  not 
enough  interaction,  not  enough  education,  not  enough  bringing  peo- 
ple in  to  become  a  part  of  what  is  being  suggested.  I  think  it  is  in- 
evitable that  the  VA  is  going  to  have  to  make  one  of  these  options 
or  a  fourth  one. 

I  am  not  quite  so  pessimistic  based  on  some  of  my  recent  talks 
with  people  from  the  VFW  that  they  are  unalterably  opposed  to 
changes.  I  think  what  they  are  opposed  to  is  losing  accessibility  for 
VA  populations.  I  think  when  it  is  clear  that  nobody  is  advocating 
that  VA  populations  that  heretofore  have  been  covered  are  going  to 
lose  accessibility  that  they  may  well  be  a  part  of  this  unified  ap- 
proach. So  I  think  that  the  three  options  are  still  viable  and  I  think 
it  is  possible  to  get  people  to  the  table  to  discuss  one  of  those  three. 
I  do  not  think  we  necessarily  need  a  fourth  one  or  a  fifth  one. 

Senator  Simpson.  I  thank  you.  Dr.  Wilson,  and  I  will  be  ^lad  to 
work  with  you.  I  think  there  has  to  be  a  new  awareness  with  the 
veterans  groups  as  to  where  this  issue  goes  now.  It  is  just  not  good 
enough  to  come  in  and  just  say  that  Congress  does  nothing  for  vet- 
erans. We  hear  the  same  pitch  again  and  again.  We  heard  it  again 
from  the  VFW  the  other  day.  I  did  not  go.  I  figured  it  would  be  best 
if  I  just  stayed  away  and  cooled  my  passion.  So,  I  did.  I  did  not 
attend. 

I  thank  you,  Mr.  Chairman.  Maybe  everybody  will  realize  now 
that  this  Congress  does  a  beautiful  job  for  its  veterans  by  providing 
$34.5  bilhon  a  year  for  27  million  of  us,  with  maybe  4  million  of 
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us  ever  serving  in  a  combat  or  combat  theater  area  and  too  many 
others  receiving  tremendous  benefits.  We  are  the  only  country  in 
the  western  world  that  provides  those  kinds  of  benefits  for  people 
who  were  not  directly  involved  in  what  Abraham  Lincoln  said,  and 
what  it  says  on  the  VA  building,  "Those  who  bore  the  battle."  We 
all  have  served.  But  we  have  to  make  priorities,  especially  with  de- 
pendents, and  net  worth,  and  income,  and  all  the  rest  of  it  whether 
we  like  it  or  not.  Or  this  country  will  fail  under  a  burden  of  $800 
billion  a  year  going  up  13  percent  a  year.  It  just  is  sucking  away 
the  very  fiber  of  the  country. 

We  have  a  real  chore.  Mr.  Chairman,  with  your  knowledge  of 
health  care  and  what  you  have  been  involved  in,  and  Frank,  I  look 
forward  to  working  with  you  in  some  sensible  things  that  don't 
have  anything  to  do  with  "lack  of  patriotism  or  lack  of  care"  and 
all  the  hurrah  that  goes  with  it  when  we  try  to  do  something 
around  here. 

Chairman  Rockefeller.  Thanks,  Senator  Simpson.  I  might  just 
add  that  it  was  interesting  for  me  in  my  experience  as  being  a  new 
Chairman  that  the  veterans  groups  came  to  call  on  me — and  what 
I  am  going  to  do,  because  I  think  it  is  also  proper  as  Chairmen, 
is  to  go  call  on  them  in  their  headquarters — they  all  expressed  very 
firmly  a  desire  to  be  part  of  the  solution.  It  was  interesting;  they 
said  in  different  ways  and  using  different  words,  that  they  recog- 
nize that  things  are  tough  and  tough  decisions  have  to  be  made 
and  there  has  been  a  good  deal  more  talking  about  sacrifice  and 
sharing  than  perhaps  has  been  true  in  the  past.  I,  fi*ankly,  was 
fairly  encouraged  by  what  I  surmise,  and  I  hope  it  is  not  naive,  to 
be  a  rather  open  approach  or  a  newer  approach  by  veterans  groups 
which  has  been  very  pleasing  to  me  at  least. 

Let  me  just  get  back  to  rural  veterans  and  rural  health  care  for 
a  second.  If  Kaiser  Permanente  is  getting  52  percent  of  all  the  pri- 
mary care  physicians,  we  are  in  for  big  trouble,  because  the  future 
of  health  care  is  that  those  people  are  going  to  be  expanding.  There 
are  going  to  be  a  lot  more  Kaiser  Permanentes  and  they  are  going 
to  be  called  HIPCs  or  purchasing  pools  or  cannibal  health  plans  or 
whatever  you  want.  They  are  going  to  be  competing,  which  means 
they  are  going  to  be  offering  large  salaries.  $110,000  to  $125,000 
is  a  lot  more  than  any  rural  family  physician  generalists  makes  in 
anywhere  in  West  Virginia  under  any  circumstances,  much  less 
Alaska  or  Wyoming  or  South  Dakota. 

That  makes  even  more  urgent  the  question  of  how  do  we  get  care 
into  rural  areas  and  how  do  we  attract  physicians  to  rural  VA  hos- 
pitals. I  would  just  like  to  have  the  four  of  you  roll  that  around  a 
little  bit.  The  same,  I  might  say,  would  be  true  for  some  of  the 
inner  city  VA  hospitals.  If  we  are  going  to  set  up  a  system  of  man- 
aged competition,  which  we  are,  it  is  going  to  be  big;  there  are 
going  to  be  big  dollars  involved;  it  is  going  to  be  highly  competitive; 
and  there  is  going  to  be  new  emphasis  on  getting  the  best  physi- 
cians. What  is  the  future  for  rural  health  care  in  our  VA  hospitals 
and  what  should  we  be  doing? 

Mr.  Behringer.  As  I  run  across  the  country,  Senator,  and  talk 
with  folks  from  rural  areas  about  the  issue,  I  think  two  things  be- 
come clear  to  me.  One  is  that  we  do  need  to  organize  health  care 
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providers  in  rural  areas,  those  that  are  there  now  and  those  that 
potentially  can  be  there. 

Chairman  ROCKEFELLER.  How  do  you  mean  organize  them? 

Mr.  Behringer.  Organize  them  into  systems  of  care. 

Chairman  Rockefeller.  Into  managed  care  systems? 

Mr.  Behringer.  It  could  be  managed  care  systems  or  at  least  co- 
operative systems  that  will  be  able  to  meet  the  needs  of  those  peo- 
ple in  the  rural  areas. 

Chairman  Rockefeller.  Let  us  discuss  that.  Getting  managed 
care  into  southern  West  Virginia  or  anyplace  near  Casper,  Wyo- 
ming, is  going  to  be  a  very  tough  thing  to  do.  Dr.  Kronick,  who  is 
Alan  Enthoven's  partner,  was  commissioned  by  Iowa  to  go  out 
there  and  look  at  that  State  and  see  how  managed  competition 
would  do.  He  came  back — ^he  is  a  big  managed  competition  advo- 
cate— and  he  said  that  managed  competition  would  work  very  well 
in  Des  Moines  and  nowhere  else.  Now  my  reaction  to  that  is  not 
to  say  goodbye  to  managed  competition;  my  reaction  is  to  find  out 
how  are  we  going  to  make  it  work.  How  do  you  make  this  thing 
work?  Give  me  some  examples. 

Mr.  Behresiger.  Clearly,  there  is  a  difference  between  the  man- 
aged competition  concepts  and  managed  care.  I  am  not  talking 
about  the  same  thing.  One  is  a  strategy  of  the  other.  It  could  be 
that  in  rural  areas  managed  care  could  oe  provided  if,  in  fact,  sys- 
tems could  be  organized — including  rural  hospitals,  including  rural 
physicians,  rural  health  clinics 

Chairman  Rockefeller.  Do  you  know  of  examples?  Can  you 
think  of  any  examples  that  we  have? 

Mr.  Behringer.  There  are  examples.  For  example,  in  Wisconsin 
where  there  is  a  fairly  large  managed  care  system  out  of  a  rel- 
atively large  hospital  in  Marshfield.  There  are  a  series  of  examples 
that  started  in  West  Virginia  20  years  ago  where  managed  care 
was  attempted  among  mine  worker  populations.  We  need  to  study 
those.  We  need  to  understand  why  they  work  or  why  they  don't 
work. 

Chairman  Rockefeller.  Well  they  did  it,  but  they  built  hos- 
pitals. Nobody  has  any  money  to  build  hospitals  anymore. 

Mr.  Behringer.  So  the  question  then  becomes  how  does  one  inte- 
grate into  a  system  those  hospitals  and  those  providers.  And  then 
how  does  one  organize  the  consumers  in  those  areas  to  be  able  to 
be  willing  to  buy  from  that  particular  system.  Not  to  vote  with 
their  car  tires  and  go  to  the  next  big  city,  but  to  go  to  their  local 
primary  care  physician  as  the  gatekeeper  and  to  use  their  local 
hospital.  The  next  question  is  how  does  that  community  interact 
with  other  larger  communities.  For  example,  how  do  those  commu- 
nities that  are  larger  deal  and  cooperate  with  the  smaller  rural 
communities  in  southern  West  Virginia. 

If  we  are  going  to  develop  systems  and  if  we  are  going  to  do  it 
based  upon  managed  care  systems  principals,  we  have  to  think 
about  the  vertical  integration  of  services.  We  have  to  think  about 
what  urban  and  rural  areas  can  share,  and  we  have  to  think  about 
those  manpower  issues  which  you  know  are  so  severe  in  your  State 
and  many  States  of  the  country. 

Chairman  Rockefeller.  Dr.  Shine? 
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Dr.  Shine.  Let  me  echo  Bnice's  point  about  systems  of  care.  I 
think  there  again  the  VA  has  an  opportunity.  Rather  than  having 
isolated  ambulatory  facilities,  isolated  small  hospitals,  and  so  forth, 
I  believe  it  is  possible  on  a  geographical  basis  to  identify  a  system 
of  services  in  which  the  system  is  reimbursed — this  is  managed 
care — under  circumstances  in  which  that  system,  and  it  could  be 
for  the  sake  of  argument  headed  by  x  hospital  as  a  mother  ship  for 
the  activity,  but  could  have  a  series  of  clinics  and  relationships  to 
other  facilities.  That  that  system  receives  the  funding  for  caring  for 
the  veterans  who  are  enrolled  in  that  program.  That  that  system 
is  responsible  for  rotating  physicians,  teachers,  and  others  through- 
out the  system.  That  that  system  much  as  the  University  of  Wash- 
ington has  done  in  the  WAMI  program  has  medical  students  going 
to  all  those  facilities.  That  that  system  makes  rational  decisions 
about  how  much  is  done  in  an  outpatient  clinic  in  a  rural  commu- 
nity, how  much  is  done  in  a  hospital  in  a  rural  community,  and 
how  much  is  done  elsewhere,  and  that  the  system  makes  both 
health  care  decisions  and  economic  decisions  as  a  system. 

I  would  also  emphasize  what  has  happened  in  Kaiser,  and  Dr. 
Lord  has  described  it  quite  accurately,  in  many  ways  is  a  good 
thing  because  what  it  is  doing  is  making  primary  care  more  attrac- 
tive. 

Chairman  Rockefeller.  Let  me  say  for  Senator  Simpson's  sake, 
it  is  a  fascinating  thing  that  52  percent  of  all  general  primary  care 
physicians  who  were  graduated  last  year  were  hired  at  Kaiser 
Permanente. 

Senator  Simpson.  Isn't  that  about  a  $12  billion  HMO? 

Dr.  Lord,  I  am  not  familiar  with  the  size  but  it  is  geographically 
distributed.  Now  there  are  plans  virtually  in  all  segments  or  all 
sections  of  the  country  although  it  is  primarily  a  west  coast  plan 
in  terms  of  real  intense  inpatient  services. 

Dr.  Shine.  As  you  know,  they  are  coming  into  Cleveland,  they 
are  in  Washington,  DC. 

Senator  Simpson.  Jay,  those  are  all  salaried? 

Chairman  Rockefeller.  Right. 

Dr.  Shine.  But  the  important  point  is  that,  in  terms  of  the  ques- 
tion you  asked,  the  price  is  being  bid  up.  Medical  students  in  fact 
are  seeing  that  and  that  is  going  to  have  an  impact  on  behavior. 

Chairman  Rockefeller.  If  others  match  it. 

Dr.  Shine.  The  problem  is  that  in  center  city  or  in  rural  commu- 
nities a  system  of  care  may  still  have  to  depend  upon  a  variety  of 
providers.  Working  that  out  is  going  to  be  part  of  the  strategy.  I 
agree,  if  you  try  to  do  it  as  a  managed  care  process  located  in  a 
single  small  rural  community,  it  will  not  fly.  But  I  would  argue 
that  it  can  be  as  a  system  of  care.  I  agree  with  Bruce,  I  am  not 
talking  about  managed  competition;  I  am  talking  about  managed 
care. 

What  I  would  like  to  see  happen,  and  this  goes  back  to  your 
original  question,  is  a  situation  where  if  it  is  better  for  a  patient 
and  more  cost-effective  to  do  a  colonoscopy  as  an  outpatient  basis 
in  a  clinic  which  has  a  relationship  to  a  mother  hospital  and  has 
a  bunch  of  specialists  available,  then  let's  do  it  that  way  instead 
of  the  current  system  which  says  there  is  a  premium  for  getting 
that  individual  into  a  tertiary  care  hospital,  and  vice-versa,  in 
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terms  of  prevention  and  thing  of  that  sort.  That  is  where  I  think 
systems  of  care  are  absolutely  critical.  The  VA  could  try  to  do  that. 
It  is  a  long  way  from  that,  I  would  agree  but  I  believe  it  is  possible. 

Senator  Simpson.  Mr.  Chairman,  I  am  going  to  leave  and  I  thank 
you  for  your  courtesy.  I  just  want  to  say  that  the  VFW  does  some 
things  right  and  I  see  that  they  gave  you  their  principal  award. 
That  is  the  highest  award  they  render  and  it  was  given  to  you  as 
a  Member  of  Congress  and  I  commend  you  for  that.  It  was  well  de- 
served. I  enjoy  my  membership  in  the  group.  I  just  think  their 
leadership  is  often  out  of  touch  with  the  old  foot  soldiers.  But  that 
is  the  way  the  Service  has  been  forever.  [Laughter.] 

So  thank  you  and  I  commend  you.  Also,  the  winner  of  the  na- 
tional award,  The  Voice  of  Democracy,  was  a  young  lady  from  Sho- 
shone, Wyoming,  by  the  name  of  Sally  Dechert. 

Chairman  Rockefeller.  And  was  she  ever  spectacular. 

Senator  Simpson.  It  was  impressive. 

Chairman  Rockefeller.  She  was  incredibly,  incredibly  articu- 
late, and  she  did  the  entire  thing  without  a  note  in  front  of  her. 

Senator  Simpson.  That  is  a  little  community  of  Shoshone.  It  is 
a  very  small  community  and  she  is  a  very  remarkable  young  lady. 

Chairman  ROCKEFELLER.  I  thought  it  was  Riverton? 

Senator  Simpson.  Well,  Shoshone  is  outside  of  Riverton.  [Laugh- 
ter.] 

They  all  need  health  care,  however. 

Chairman  Rockefeller.  Thank  you.  Senator  Simpson,  very, 
very  much. 

I  want  to  get  a  quality  of  care  question  in  here.  I  want  you  gen- 
tlemen to  give  me  your  assessment  of  how  good  care  is  in  the  VA 
system  and  to  what  degree  they  measure  it  or  monitor  it,  and 
whatever  your  answer  is,  how  you  think  they  ought  to  be  doing  bet- 
ter. 

Dr.  Wilson.  I  think  overall  the  quality  is  very  good.  I  think  the 
VA  probably  more  than  many  institutions  goes  through  the  process 
of  quality  assurance  with  much  more  zest  and  much  more  interest 
in  terms  of  evaluating  such  areas.  Now  I  think  one  of  the  remarks 
that  Dr.  Lord  made  is  very  important.  There  are  all  kinds  of  defini- 
tions of  quality  and  one  can  accept  a  minimal  standard  and  say  ev- 
erything beyond  that  is  quality  so  we  have  quality  care.  There  may 
be  better  care,  there  may  be  high  quality  care,  and  you  can  go  on 
and  say  this  highest  or  even  spectacular  quality.  So  there  really 
are  gradations  of  what  quality  care  is,  but  I  think  overall  the  VA 
hospitals  provide  excellent  quality  care. 

In  many  instances,  and  I  think  this  is  one  of  the  advantages  of 
being  affiliated  with  university  centers,  the  stafF  and  the  house 
staff  are  exactly  the  same,  there  really  is  no  difference.  So  the 
quality  of  care  that  one  gets  at  the  VA  hospital  is  exactly  the  same 
quality  that  you  get  at  the  university  hospital  next  door  because 
you  are  dealing  with  the  same  staff.  The  physician  that  you  may 
see  today  at  the  university  may  well  be  the  same  physician  you  see 
tomorrow  at  the  VA  institution.  So  I  think  this  is  one  of  the  ways 
to  ensure  that  kind  of  high  quality.  I  think  one  of  the  ways  to  con- 
tinue to  ensure  it  is  to  make  certain  that  the  VA  continues  to  have 
these  kinds  of  relationships  where  they  can  attract  very  high  qual- 
ity people. 
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Chairman  Rockefeller.  How  do  they  monitor  their  quality? 

Dr.  Wilson.  Well  they  do  it  through  a  series  of  processes  called 
the  "Quality  Assurance  Process"  which  all  hospitals  have  to  go 
through.  It  is  part  of  the  reaccreditation  process.  That  is  by  looking 
at  the  performance  of  staff,  by  looking  at  various  diseases,  looking 
at  various  markers  of  outcomes  in  various  diseases,  and  seeing  how 
well  they  come  up  to  what  is  considered  to  be  the  standards.  For 
example,  if  you  were  going  to  look  at  the  incidence  of  nosocomial 
infection  and  you  would  say  that  of  100  patients  coming  into  the 
hospital  and  are  there  for  x  number  of  days,  what  percent  of  those 
patients  should  get  or  might  get  an  infection  while  in  the  hospital? 
Hospitals  are  places  where  you  can  get  infected.  The  standard  may 
well  be  that  1.5  percent  nosocomial  infections  over  a  period  of  5 
days.  If  the  VA  hospital  finds  that  they  are  at  3  percent,  then  they 
know  that  they  are  doing  something  wrong  in  terms  of  their  infec- 
tion control  and  they  will  then  take  steps  to  deal  with  that.  So 
there  are  these  ongoing  processes. 

One  will  look  at  how  physicians  are  providing  care  for  a  particu- 
lar problem.  How  many  patients  with  coronary  artery  disease 
spend  more  than  the  expected  number  of  days  in  a  unit?  How 
many  patients  who  are  being  treated  with  anticoagulants  have  ex- 
cessive bleeding?  So  there  are  literally  hundreds  of  these  markers 
that  one  can  look  at  to  determine  how  the  quality  is  that  the  pro- 
fessional staff  is  giving.  This  not  only  looks  at  physicians,  it  looks 
at  nurses,  it  looks  at  all  health  care  providers  that  are  in  the  sys- 
tem. It  particularly  looks  at  the  house  staff. 

Chairman  Rockefeller.  Dr.  Lord? 

Dr.  Lord.  I  think  Dr.  Wilson's  description  is  just  perfect  for  what 
is  going  on.  I  think  it  is  a  problem  in  terms  of  how  we  have 
thought  about  quality  across  American  health  care,  but,  again,  I 
think  it  is  now  particularly  magnified  in  the  VA.  I  think  what  we 
have  is  a  very  bureaucratically  intense  process  that  looks  at  nega- 
tive outcomes  or  things  that  aren't  supposed  to  happen  in  the  con- 
fines of  the  inpatient  experience,  which  is  not  when  somebody 
achieves  wellness,  it  is  a  timeframe  when  somebody  supposedly  be- 
comes better  while  they  are  in  the  hospital. 

Chairman  Rockefeller.  Let  me  interrupt.  That  is  interesting 
because  most  often  we  here  turn  our  attention  to  quality  when 
there  is  some  horror  story.  In  fact,  I  am  not  sure  that  we  do  a  very 
good  job  of  oversight  on  this  Committee.  In  any  event,  I  think  we 
are  going  to  have  to  start  to  do  better.  But  it  is  usually  the  nega- 
tive story  that  triggers  our  interest,  as  opposed  to  the  more  dis- 
passionate or  rather,  the  more  routine. 

Dr.  Lord.  I  don't  think  it  is  even  a  question  of  routine.  Again, 
it  is  a  question  of  breaking  some  of  the  traditional  thinking.  The 
system  is  so  hogtied  to  institutional  and  inpatient  services  it 
doesn't  look  at  them.  It  does  not  have  drastic  measures.  It  doesn't 
look  at  what  we  are  really  achieving  in  terms  of  health  care. 

Chairman  Rockefeller.  You  are  really  saying  that  the  system 
of  monitoring  is  not  very  good. 

Dr.  Lord.  Well  the  system  of  monitoring  is  reflective  of  a  style 
of  quality  assurance  that  was  traditional  in  this  country.  Currently, 
there  is  a  revolution  or  a  transition  taking  place  across  all  of 
health  care  that  mirrors  American  industry,  which  is  the  adaption 
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and  implementation  of  total  quality  management  principles  into 
delivery  of  service.  As  we  look  at  the  delivery  of  service,  we  look 
at  it  from  a  number  of  perspectives  including  how  accessible  that 
service  is,  how  efficient  that  service  is,  what  outcomes  we  are 
achieving,  what  the  perception  of  the  person  who  is  receiving  that 
service  or  buying  that  service  sees,  as  well  as  what  the  cost  of  that 
service  ultimately  is. 

The  types  of  measures  that  the  VA,  like  other  organizations, 
needs  to  move  to  is  that  if  we  are  going  to  do  coronary  artery  by- 
pass surgery,  not  limiting  our  scope  to  the  infection  during  a  hos- 
pital stay,  but  seeing  if  we  have  impacted  on  the  life  of  that  person 
who  we  did  the  heart  surgery  on  and  see  whether  or  not  if  they 
wanted  to  play  golf  as  a  part  of  the  reason  for  going  into  heart  sur- 
gery that  thev  are  actually  able  to  do  that  3  or  6  months  later,  and 
to  see  what  kind  of  success  rates  we  have  as  opposed  to  failures. 
The  entire  quality  assurance  mechanism  in  the  VA  is  set  up  to 
measure  how  many  times  we  have  missed  the  target  as  opposed  to 
measuring  how  many  times  we  have  hit  the  target. 

Chairman  Rockefeller.  That  is  interesting.  That  is  a  very,  very 
interesting  statement. 

Dr.  Wilson.  Yes,  but  I  don't  think  it  is  quite  accurate.  [Laugh- 
ter.] 

In  fact,  the  same  kind  of  markers  or  group  of  markers  that  peo- 
ple utilize  in  inpatient  services  now  are  being  utilized  for  ambula- 
tory services.  I  think  there  is  some  reality  that  we  have  to  come 
back  to  here.  In  many  instances,  we  are  talking  about  rather 
unique  populations  with  rather  specific  problems  for  which  they 
have  access  to  the  VA,  the  service-connected  disability.  To  talk 
about  the  total  assessment  of  health  or  the  prevention  of  disease 
in  a  group  of  people  that  we  are  seeing  for  a  specific  disease  proc- 
ess is  not  the  same  as  looking  at  an  entire  population  in  terms  of 
promoting  wellness. 

There  is  nothing  wrong  with  this  concept  and  this  is  exactly 
what  we  ought  to  be  doing,  promoting  wellness.  But  if  the  VA,  as 
it  is  right  now,  is  not  set  up  or  designed  to  provide  that  kind  of 
care,  it  is  not  really  fair  to  attack  the  VA  for  not  providing  that 
kind  of  care  or  overview  since  it  is  not  authorized  to  provide  that 
kind  of  care  or  overview.  So  I  think  we  have  to  have  a  little  reality 
testing  here  in  terms  of  what  the  population  is  that  we  can  deal 
with  in  the  VA,  what  the  allowances  are,  and  what  is  being  done 
in  the  VA  to  deal  with  those  particular  issues.  Quite  clearly,  at 
least  the  VA  hospitals  that  I  have  been  associated  with,  they  do  not 
just  look  at  what  happens  to  a  person  in  terms  of  whether  they  live 
or  die  after  a  coronary  bvpass,  they  do  look  at  what  happens  to  the 
total  person.  However,  tney  cannot  deal  with  what  happens  to  that 
person's  wife  or  kid  in  terms  of  promoting  wellness. 

So  I  think  as  you  look  at  what  the  VA  ought  to  be  doing,  this 
may  well  be  something  that  the  VA  ought  to  be  doing,  but  today 
it  is  not  authorized  to  do  so. 

Dr.  Shine.  The  issue  of  quality  assurance  is  a  major  issue  not 
just  for  the  VA  but  for  the  whole  system.  Clearly,  as  I  indicated 
in  terms  of  the  conflicting  tensions,  you  can't  control  cost,  try  to 
maximize  the  use  of  technology  without  having  some  measures  of 
quality  because  that  goes  back  to  your  question  about  screwing 
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down  with  regard  to  the  amount  of  the  budget.  You  have  to  have 
some  measures  of  what  you  are  doing.  There  are  three  kinds  of  ap- 
proaches to  that. 

One  is  the  process  oriented  kind  which  has  been  the  historical 
way  in  which  not  only  the  VA  but  lots  of  hospitals  behaved,  and 
clearly  that  is  in  transition.  That  has  got  to  be  replaced.  The  sec- 
ond is  the  notion  of  clinical  guidelines,  that  is  what  are  the  stand- 
ards of  care,  what  are  the  ways  you  approach  a  particular  abnor- 
mality. Many  of  those  are  being  generated  at  the  present  time  by 
the  Agency  for  Health  Care  Policy  and  Effectiveness  Research  and 
others.  I  would  submit  that  they  are  ultimately  still  very  process 
oriented.  Their  principle  utility  is  going  to  be  for  what  you  de- 
scribed as  the  gatekeeper.  They  are  going  to  be  the  kind  of  thing 
that  protects  the  gatekeeper  if  he  or  she  makes  a  decision  as  to 
how  a  particular  kind  of  care  is  going  to  be  used. 

The  third  kind  is  effectiveness  or  outcomes  research.  I  agree  en- 
tirely with  John  that  that  is  the  way  it  has  to  go.  There  nave  to 
be  measures  of  outcomes  and  effectiveness  where  those  measures 
are  not  simply  mortality  and  morbidity  but  they  have  to  do  with 
behavior,  they  have  to  do  with  functional  assessment,  and  so  forth. 
And,  yes,  there  is  a  lot  going  on  in  the  VA  in  that  regard.  They 
do  have  a  very  good  health  services  research  activity  that  needs  to 
be  expanded.  They  have  been  developing  parameters  for  looking  at 
that  kind  of  behavior  in  isolated  ways.  What  has  to  happen  is,  as 
with  any  pilot  experiment,  you  have  to  generalize  it  to  the  entire 
system. 

I  would  also  like  to  point  out  that  there  has  been  a  great  deal 
of  rhetoric  about  the  question  of  controlling  health  care  costs  by 
shrinking  administrative  costs.  I  would  submit  to  you  that  while 
there  are  very  good  reasons  for  trying  to  control  administrative 
costs  including  doing  away  with  complicated  billing  issues  and  so 
forth,  that  a  good  part  of  those  savings  will  ultimately  have  to  be 
translated  into  measurements  of  outcome.  Unless  you  have  very 
good  monitoring  systems  while  you  are  trying  to  control  the  rate 
of  growth  of  costs,  no  one  in  this  country  is  going  to  feel  com- 
fortable when  that  next  global  budget  comes  down  that  that  is  an 
appropriate  budget  unless  you  are  measuring  some  parameters  of 
health.  I  would  agree  it  ought  to  be  for  a  population  of  people  who 
are  covered  by  a  particular  nealth  care  plan. 

Chairman  Rockefeller.  That  is  going  to  be  a  slow  process.  I 
mean  AHCPR  is  hard  at  work,  but  there  are  7,000  medical  codes. 

Dr.  Shine.  That  is  why  the  VA  has  a  special  role,  in  my  view, 
in  terms  of  moving  that  agenda  in  areas  that  are  relevant  to  its 
own  population.  I  think  it  can  make  some  significant  contributions. 

Chairman  Rockefeller.  Do  you  think  that  the  outcomes  re- 
search standards  and,  therefore,  the  practice  guidelines  that  result 
from  that,  as  they  are  adopted,  ought  be  applied?  That  they  natu- 
rally would  be  applied  equally  as  between  VA  and  non-VA  health 
care? 

Dr.  Shine.  I  do  not  think  there  should  be  any  question  about  a 
separate  set  of  guidelines,  they  must  be  applied  equally. 

Chairman  Rockefeller.  Yes.  The  problem  there  is  that  it  is 
hard  for  the  researchers  who  are  doing  that  at  AHCPR  to  churn 


41 

them  out,  and  then  after  they  chum  them  out  they  have  to  be  ac- 
cepted by  the  practicing  community. 

Dr.  Shine.  In  the  VA  system,  we  should  not  be  waiting  for 
AHCPR  to  do  a  variety  of  things.  It  seems  to  me  there  are  a  variety 
of  areas  in  which  the  leverage  of  funding  for  health  services  re- 
search in  the  VA  can  be  used  very  effectively  around  outcomes  re- 
search in  specific  areas  of  interest  to  the  VA.  Incidentally,  that  is 
where  we  are  going  to  get  the  best  cost  data  in  terms  of  the  utiliza- 
tion questions.  If  you  can  introduce  into  those  systems  health  pro- 
motion activities  that  decrease  utilization,  you  will  see  it  in  those 
kinds  of  microcosms  within  reasonable  periods  of  time. 

Chairman  Rockefeller.  Gentlemen,  this  is  one  of  these  wonder- 
ful pleasures  of  working  with  this  Committee  and  also  working  in 
health  care  in  general.  I  am  having  lunch  with  one  of  the  top  peo- 
ple on  the  task  force  that  is  looking  at  national  health  care  reform 
so  that  I  am  able  to  take  a  lot  of  what  has  been  said  here  directly 
to  her,  in  this  case,  and  that  is  very  useful.  This  is  a  very  good 
hearing. 

It  is  an  incredibly  complicated  issue.  Interestingly,  it  is  an  issue 
on  which  not  only  the  American  people  are  confused,  although  they 
are  certainly  not  confused  about  their  anger,  whether  they  are  vet- 
erans or  not,  about  the  costs.  And  we  did  not  even  get  to  the  ques- 
tion of  how  is  it  one  administratively  can  cut  down  on  waiting  time 
for  veterans.  If  there  is  anything  I  want  to  see  done  while  I  am 
Chairman,  it  is  that.  Six  hour  waits  just  have  to  go.  Yet,  out  of 
9,000  people  being  proposed  for  cutting  out  of  the  VA  system,  7,000 
are  medical  personnel.  So  that  is  another  consequence  of  global 
budgeting,  isn't  it?  Is  that  the  right  proportion,  where  will  they 
come  from,  and  how  is  it  decided? 

In  any  event,  this  is  all  very,  very  good.  You  are  all  absolutely 
terrific  to  have  given  us  the  time,  and  the  Class  of  1958  has  distin- 
guished itself  [Laughter.] 

The  hearing  is  adjourned. 

[Whereupon,  at  1  p.m.,  the  Committee  was  adjourned,  to  recon- 
vene at  the  call  of  the  Chair.] 
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WEDNESDAY,  MARCH  31,  1993 

U.S.  Senate, 
Committee  on  Veterans'  Affairs, 

Washington,  DC. 
The  Committee  met,  pursuant  to  notice,  at  1:30  p.m.,  in  room 
SR-418,  Russell  Senate  Office  Building,  Hon.  John  D.  Rockefeller 
IV  (Chairman  of  the  Committee)  presidmg. 

Present:  Senators  Rockefeller,  DeConcini,  Daschle,  and  Murkow- 
ski. 

OPENING  STATEMENT  OF  CHAIRMAN  ROCKEFELLER 

Chairman  Rockefeller.  The  Chairman  of  this  Committee  is,  as 
always,  embarrassed  by  his  owti  behavior.  I  am  late  again.  Every 
time  I  have  a  new  excuse.  This  time  I  lost  my  entire  prep  book. 
It  is  somewhere  in  the  Senate  press  galleries  or  somewhere,  so 
there  are  hundreds  of  people  looking  for  it.  So,  I  will  not  only  hope- 
fully appear  to  be  intelligent,  now  I  have  to  be  on  my  own,  and  that 
is  where  I  really  get  very  weak  very  fast.  [Laughter.] 

Anyway,  I  am  really  happy  about  this  hearing,  because  it  is  on 
my  favorite  subject  in  my  favorite  Committee.  It  is  actually  the  sec- 
ond of  a  series  that  the  Committee  is  holding. 

Senator  DeConcini,  do  not  consider  yourself  late,  sir.  I  just 
walked  in  the  door. 

We  are  going  to  focus  on  two  important  issues  raised  at  our  first 
hearing  on  this  topic. 

There  is  no  question  that  overall  health  care  reform  will  affect 
the  VA  health  care  system,  but  not  as  reported  by  NBC  News  the 
other  night.  We  have  a  special  obligation  to  ensure  that  those 
changes  will  benefit  our  Nation's  veterans. 

Today,  we  have  experts  from  outside  the  VA  who  will  address 
two  questions  critical  to  determining  VA's  future  in  the  face  of 
what  is  clearly  going  to  be  massive  national  health  care  reform.  I 
plan  to  address  similar  issues  at  later  hearings.  This  is  something 
on  which  we  are  going  to  have  to  work  very,  very  carefully  so  that 
we  know  exactly  what  we  are  doing. 

Our  first  panel  is  going  to  address  the  extent  to  which  overall  re- 
form affects  veterans'  demand  for  VA  health  care  services.  Some 
have  suggested  that  large  numbers  of  veterans  may  stop  using  the 
VA,  if,  for  example,  they  have  "better  access"  to  affordable,  com- 
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prehensive,  health  care  coverage.  Well,  we  don't  know.  Last  year, 
Senator  Murkowski  made  a  very  smart  request  that  GAO  examine 
exactly  that  question.  The  Paralyzed  Veterans  of  America  organiza- 
tion has  also  looked  at  that  question  in  its  Strategy  2000  report, 
which  I  suspect  you  know  something  about,  Don. 

In  order  to  make  projections  about  the  impact  of  national  health 
care  reform,  both  GAO  and  PVA  had  to  make  assumptions  about 
the  scope  of  health  services  covered,  out-of-pocket  costs,  and  other 
variables  which  are  not  yet  known.  We  need  to  find  out  whether 
these  assumptions  are  consistent  with  what  is  obviously  a  very  rap- 
idly changing  overall  health  care  milieu. 

Our  second  panel  will  address  an  equally  important  question 
which  is,  can  VA  provide,  at  comparable  costs,  care  equal  in  quality 
to  care  furnished  by  non-VA  providers?  The  answer  to  this  question 
has  been  debated  vigorously  over  the  years.  Our  Committee  has 
been  trying  to  answer  it  ever  since  the  last  Democratic  President 
took  office.  GAO,  CRS,  OTA,  and  others  have  tried  to  help  us,  all 
with  limited  success. 

We  may  never  find  a  definitive  answer,  but  it  is  essential  that 
we  again  raise  this  question  at  this  point  in  the  so-called  count- 
down for  100  days.  I  talked  with  Mrs.  Clinton  this  morning  and  the 
countdown  continues.  This  is  tense.  We  have  got  to  make  this  com- 
bination of  national  reform  and  the  work.  It  is  easier  to  say  that 
than  to  do  it;  I  have  got  to  assume  that.  So  we  have  got  to  be  right, 
and  to  be  right  we  have  got  to  be  informed. 

One  proposal  being  considered  by  Mrs.  Clinton's  task  force  would 
have  VA  compete  with  other  accredited  health  plans  through 
HIPCs  for  veteran  enrollees.  If  that  proposal  goes  forward,  what 
are  the  implications  of  that?  Our  Committee  cannot  give  the  Presi- 
dent sound  advice  about  that  proposal  without  further  information 
about  how  VA  compares  with  non-VA  providers.  We  also  need  to 
understand  better  how  VA  can  best  contain  costs  without  lowering 
the  quality  of  care  veterans  receive. 

So  we  have  got  a  lot  of  work  to  do.  It  is  very,  very  exciting.  I 
love  this.  I'm  thrilled  by  this  opportunity  because  we  have  so  much 
to  offer  the  Nation  from  the  VA's  health  care  system.  There  is  this 
great  kind  of  traumatic  year  coming  up  and  major  decisions  will  be 
made.  We  will  be  major  players  in  those  decisions.  I  am  very  happy 
about  that.  That,  to  me,  is  very  positive.  It  is  not  something  I  fear; 
it  is  something  I  look  forward  to. 

Dennis,  I  having  babbled  long  enough;  you  say  something  intel- 
ligent. [Laughter.] 

Senator  DeConcini.  Mr.  Chairman,  I  don't  intend  to  babble  or 
say  anything  intelligent.  I  thank  you,  Mr.  Chairman,  for  conduct- 
ing these  hearings.  I  think  it  is  most  appropriate  and  most  timely. 
I  am  here,  like  everybody  else,  out  of  a  press  of  time,  but  I  want 
to  listen  to  the  witnesses  here  and  hear  some  of  the  testimony. 

Thank  you,  Mr.  Chairman,  that's  all  I  have  to  say. 

Chairman  Rockefeller.  OK  Our  first  panel  of  four  witnesses 
will  address  the  potential  impact  of  national  health  care  reform  on 
veterans'  demand  for  VA  health  services.  Mr.  David  Baine  is  the 
Director  of  the  Federal  Health  Care  Delivery  Issues  division  at  the 
U.S.  General  Accounting  Office.  He  is  accompanied  by  Mr.  James 
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R.  Linz,  who  was  responsible  for  the  June  1992  GAO  report  on  this 
issue,  which  is  the  one  that  Frank  asked  for. 

I  get  to  Donald  L.  Custis  and  I  start  free  associating  in  my  mind, 
because  I  think  he  is  a  wonderful  and  great  man  and  I  don't  think 
there  is  anybody  in  the  world  who  knows  more  about  the  VA  health 
care  system  than  Dr.  Custis  does.  He  is  a  former  VA  Chief  Medical 
Director  and  Surgeon  General  of  the  Navy;  he  is  currently  with  the 
PVA,  and  I  think  he's  an  extraordinary  person.  He  assembled  the 
outstanding  complement  of  staff  and  outside  consultants  that  pro- 
duced Strategy  2000,  which  is  PVA's  analysis  of  VA's  future  in  the 
face  of  national  health  care  reform.  Don,  you  are  now  a  jet-setter, 
because  I  think  you  did  some  severe  rearranging  of  your  schedule 
to  get  back  to  Washington,  DC,  for  this.  I  am  very,  very  grateful 
for  that. 

Also  joining  us  today  are  Dr.  Jack  Zwanziger  of  the  University 
of  Rochester  School  of  Medicine  and  Dentistry,  and  Mr.  Jack  Owen, 
former  Executive  Vice  President  and  Director  of  the  Washington  of- 
fice of  the  American  Hospital  Association.  They  will  offer  academic 
and  health  industry  perspectives  on  GAO  and  PVA's  reports. 

All  of  your  statements  are  in  the  record,  so  I  am  going  to  limit 
you  to  5  minutes,  because  I  want  time  for  questioning.  I  do  this  in 
a  very  outrageous  method — ^by  sticking  the  lights  right  in  front  of 
you — and  I  apologize  for  that. 

Mr.  Baine,  we  will  begin  with  you,  sir. 

STATEMENT  OF  DAVID  P.  BAINE,  DIRECTOR,  FEDERAL 
HEALTH  CARE  DELIVERY  ISSUES,  GENERAL  ACCOUNTING 
OFFICE,  ACCOMPANIED  BY  JAMES  R.  LINZ,  ASSISTANT  DI- 
RECTOR 

Mr.  Baine.  Thank  you,  Mr.  Chairman.  Thank  you  for  the  oppor- 
tunity to  discuss  the  potential  effects  of  health  reforms  on  the  VA's 
health  care  system.  Mr.  Chairman,  we  believe  that  reforms  to  the 
Nation's  health  care  system  and  VA  eligibility  could  have  a  pro- 
found effect  on  the  demand  for  VA  health  care  services.  However, 
the  ultimate  impact  of  such  reforms  cannot  be  reliably  predicted 
until  the  nature  and  extent  of  reforms  are  determined.  The  uncer- 
tainty surroimding  the  future  demand  for  veterans  health  care 
services  creates  a  more  immediate  concern — ^if  VA  continues  to 
build  hospitals  based  on  current  demand,  the  hospitals  could  have 
significant  excess  capacity  before  they  even  open. 

Mr.  Chairman,  when  VA  was  established  in  1930,  private  and 
public  insurance  was  virtually  nonexistent.  While  most  veterans 
now  have  alternative  sources  of  health  care  services,  there  are, 
nonetheless,  many  veterans  without  health  insurance  or  without 
adequate  resources  to  pay  the  copayments  and  deductibles  required 
under  private  or  public  insurance.  These  veterans  are  the  ones 
most  likely  to  use  VA  services.  For  example,  about  40  percent  of 
veterans  using  VA  inpatient  hospital  care  have  no  public  or  private 
insurance,  and  about  40  percent  have  incomes  of  less  than  $10,000. 
VA  is  justifiably  proud  that  its  resources  are  focused  heavily  on 
serving  those  veterans  who  have  limited  options  for  meeting  their 
health  care  needs.  VA's  success  in  targeting  its  resources  to  veter- 
ans without  other  sources  of  payment,  however,  also  forms  the 
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basis  for  concern  that  many  of  the  same  veterans,  if  given  other  op- 
tions, might  choose  to  obtain  future  care  in  the  private  sector. 

Mr.  Chairman,  any  health  reform  program  that  would  expand  in- 
surance coverage  among  veterans  could  substantially  reduce  or  de- 
crease demand  for  VA-spon sored  care.  For  example,  we  estimate 
the  demand  for  VA  inpatient  services,  as  measured  in  days  of  care 
provided  to  veterans,  could  drop  by  about  18  percent  if  employers 
nationwide  were  mandated  to  either  provide  health  insurance  to 
their  workers  or  pay  a  tax  that  would  be  used  to  obtain  the  cov- 
erage. Similarly,  demand  for  outpatient  care  could  drop  by  about 
9  percent. 

Under  a  universal  health  insurance  plan,  veterans  who  would 
not  be  covered  by  employer  mandates,  including  uninsured,  retired, 
and  part-time  workers,  would  gain  coverage.  Such  a  plan  could  re- 
duce demand  for  inpatient  care  by  47  percent  and  outpatient  care 
by  about  41  percent,  according  to  our  estimates.  These  estimates 
are  based  on  the  premise,  Mr.  Chairman,  that  veterans  obtaining 
alternative  insurance  would,  over  time,  reduce  their  use  of  VA 
health  care  to  rates  that  characterize  veterans  who  now  have  pri- 
vate health  insurance.  Many  factors  could  change  the  extent  to 
which  health  reforms  affect  demand  for  VA  services.  For  example, 
the  more  comprehensive  benefits  the  package  included,  the  greater 
the  likely  decrease  in  demand  for  VA  services. 

Our  June  1992  report  focused  only  on  the  potential  behavior  of 
those  uninsured  veterans  currently  using  VA's  services.  But  health 
reforms  could  also  change  the  usage  patterns  of  veterans  already 
covered  by  private  or  public  insurance.  For  example,  if  the  re- 
formed health  care  system  replaces  veterans'  private  health  insur- 
ance with  benefits  that  are  less  comprehensive  or  require  greater 
cost-sharing,  veterans  who  currently  use  their  private  health  insur- 
ance to  obtain  care  might  increasingly  seek  care  from  VA.  On  the 
other  hand,  if  the  reformed  health  system  provides  Medicare-eligi- 
ble veterans  more  comprehensive  benefits  or  less  cost-sharing,  we 
could  see  a  further  decrease  in  the  use  of  VA  services. 

Universal  coverage  could  also  have  a  dramatic  effect  on  the  de- 
mand for  VA  nursing  home  care  if  the  plan  provides  coverage  of 
long-term  care.  The  extent  of  the  decline  in  demand  for  VA  care 
would  likely  depend  largelv  on  the  extent  of  cost-sharing  imposed 
under  any  new  program.  Tnis  is  important  because  there  is  limited 
beneficiary  cost-sharing  for  VA-supported  nursing  home  care,  other 
than  that  provided  in  State  veterans  homes. 

Just  as  reform  in  the  Nation's  health  care  system  could  affect  the 
demand  for  VA  health  care  services,  so  could  the  VA  eligibility  sys- 
tem itself  We  can  discuss  this  issue  with  you  as  you  may  wish  dur- 
ing this  hearing. 

In  summary,  Mr.  Chairman,  we  believe  that  the  net  effects  of  re- 
forms to  both  the  health  care  system  and  the  VA  eligibility  system 
on  future  demand  for  VA  health  care  will  not  be  known  for  some 
time.  This  uncertainty  leads  us  to  believe  that  the  Congress,  at 
least  in  the  short-run,  should  limit  construction  of  additional  VA 
capacity  until  the  health  reforms  take  shape  and  the  effects  on  fu- 
ture demand  for  services  can  be  more  accurately  predicted. 

That  concludes  my  summary.  We  will  be  nappy  to  take  your 
questions. 
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[The  prepared  statement  of  Mr,  Baine  appears  on  p.  199.] 
Chairman  Rockefeller.  Absolutely.  We  will  hear  our  panel  as 
a  whole  first. 

Dr.  Custis,  do  you  want  to  go  next? 

STATEMENT  OF  DR.  DONALD  L.  CUSTIS,  ASSOCIATE  EXECU- 
TIVE DIRECTOR  FOR  HEALTH  POLICY,  PARALYZED  VETER- 
ANS OF  AMERICA 

Dr.  Custis.  Mr.  Chairman,  I  appreciate  the  opportunity  to  ad- 
dress this  Committee  and,  as  always,  I  count  it  a  privilege  to  do 
so.  You  have  already  referenced  PVA's  Stratejpiy  2000.  As  you  know, 
our  advisory  panel  for  that  study,  a  panel  of  nationally  prominent 
consultants,  was  chaired  by  the  distinguished  gentleman  on  my 
right,  Mr.  Jack  Owen.  That  panel  designed  what  came  to  be  known 
as  the  consensus  scenario,  description  of  what  they  thought  would 
constitute  the  Nation's  health  care  operational  environment  by  the 
year  2000. 

The  consensus  scenario,  upon  which  all  Strategy  2000  analysis 
was  based,  promises  to  be  prophetic.  Even  allowing  for  the  flexibil- 
ity claimed  for  the  managed  competition  scenario,  its  operational 
structure  is  not  that  different  from  the  consensus  scenario. 

PVA  developed  a  set  of  computer  models  to  project  the  effect  of 
changes  in  utilization  rates  in  VA  medical  facilities  under  varying 
circumstances  influencing  veterans'  choice  of  health  care  providers. 
The  details  of  our  methodology  and  its  outcome  are  given  in  my  full 
statement  for  the  record.  It  should  be  imderstood,  however,  that 
Strategy  2000's  prediction  of  a  50-percent  VA  loss  of  acute  medical/ 
surgical  inpatient  care  and  a  25-percent  reduction  in  outpatient 
acute  care  occur  only  under  the  circumstances  of  the  worst  case 
variant  of  the  consensus  scenario;  that  is,  a  very  generous  basic 
medical  benefit  package  under  the  national  program,  no  significant 
out-of-pocket  cost  to  veterans,  and  a  VA  system  which  has  contin- 
ued to  deteriorate  through  the  remainder  of  this  decade  for  lack  of 
adequate  funding. 

Mr.  Chairman,  it  is  beyond  coincidence  that  PVA's  study  and 
that  of  the  General  Accounting  Office,  using  different  methodolo- 
gies, arrived  at  similar  estimates  regarding  the  expected  reduction 
in  VA  health  care  utilization.  Parenthetically,  we  are  in  general 
agreement  with  the  content  of  the  June  1992  GAG  report  and  we 
especially  commend  GAG  for  the  historic  role  it  played  in  the  suc- 
cessful promotion  of  VA  sharing  programs. 

Based  on  its  analysis,  PVA  holds  the  conviction  that  the  VA 
health  care  system  has  an  important  role  to  play  as  a  component 
part  of  tomorrow's  health  care  reform.  However,  to  be  ready  for 
such  assignment,  the  VA  must  rid  itself  of  the  negative  forces  cur- 
rently compromising  its  productivity,  efficiency,  and  public  reputa- 
tion. There  are  many  options  available  to  the  VA,  as  discussed  in 
Strategy  2000's  final  report,  for  which  time  is  not  here  available. 

Mr.  Chairman,  I  would  be  remiss,  having  this  opportunity,  if  I 
did  not  address  a  more  immediate  VA  problem  with  a  very  destruc- 
tive long-term  implication.  It  has  to  do  with  the  inadequate  fiscal 
year  1994  budget  proposal  for  VA  medical  and  prosthetic  research. 
The  perennial  multimillion  dollar  detriment  in  VA  medical  re- 
search funding,  repeated  again  in  the  Administration's  fiscal  year 
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1994  budget,  could  well  spell  the  beginning  of  VHA's  research  dis- 
integration. It  is  beyond  comprehension  that  we  should  see  aban- 
doned a  research  capability  which  has  made  such  contributions  to 
medical  knowledge  as  the  cardiac  pacemaker,  CAT  scan  imaging, 
renal  dialysis,  and  the  science  of  isotopic  medicine. 

The  proposal  as  it  now  stands  calls  for  a  $26  million  reduction 
down  from  the  inadequate  $232  million  budget  of  a  vear  ago.  If  this 
is  left  uncorrected,  the  consequences  of  such  sizable  detrimental 
appropriations  for  the  third  year  in  a  row  will  have  such  effects 
as — oh,  the  time  doesn't  permit  me 

Chairman  Rockefeller.  No,  go  ahead.  I  agree  with  you  on  this 
and  I  want  you  to  finish  your  comments. 

Dr.  CusTis.  Such  effects  as  520  programs  will  need  to  be  can- 
celed, a  40-percent  reduction  over  the  past  2  years,  all  260 
multiyear  programs  up  for  review  this  year  will  be  discontinued,  no 
new  merit  review  awards  nor  cooperative  studies  for  the  second 
consecutive  year,  there  will  be  no  new  career  development  awards, 
and  there  will  be  an  FTE  reduction  of  over  1,000  personnel  in  2 
year's  time.  Morale  among  the  VA  research  clinicians  is  already  so 
low  they  are  very  likely  to  view  this  arbitrary  token  funding  pro- 
posal as  the  final  signal  to  move  elsewhere,  a  blow  to  VA's  reputa- 
tion of  incalculable  proportion. 

There  is  apparently  abroad  a  mistaken  impression  that  extra- 
mural grant  support  from  NIH  and  industry  renders  direct  VA  ap- 
propriated research  funding  less  important.  It  is  the  VA  budget 
which  supports  the  infrastructure  of  VHA  research  laboratories 
and  their  talented  personnel  that  makes  possible  the  attraction  of 
outside  funding.  It  is  the  VA  research  budget  which  attracts  and 
holds  these  high  caliber  clinicians  from  the  affiliated  medical  school 
faculties.  It  is  the  VA  research  budget  which  solidifies  the  entire 
interrelationship  between  the  VA  and  its  academic  affiliates.  And 
it  is,  in  turn,  an  essential  prop  to  the  high  caliber  of  graduate  med- 
ical education  in  the  VA  and,  thereby,  one  of  the  guarantors  of 
quality  patient  care.  I  am  so  sure,  Mr.  Chairman,  that  you  and 
Committee  members  share  this  concern. 

That  completes  my  initial  remarks. 

[The  prepared  statement  of  Dr.  Custis  appears  on  p.  203.] 

Chairman  Rockefeller.  Thank  you,  Dr.  Custis. 

Dr.  Zwanziger. 

STATEMENT  OF  DR.  JACK  ZWANZIGER,  DEPARTMENT  OF  COM- 
MUNITY AND  PREVENTIVE  MEDICINE,  SCHOOL  OF  MEDI- 
CINE AND  DENTISTRY,  UNIVERSITY  OF  ROCHESTER 

Dr.  Zwanziger.  Thank  you,  Senator  Rockefeller,  for  inviting  me 
to  speak  here.  I  have  been  asked  to  comment  on  the  GAO  and  the 
PVA  studies  that  attempt  to  estimate  the  effects  of  increased 
health  insurance  coverage  on  demand  for  VA  services. 

Let's  get  to  the  GAO  study  first.  The  GAO  studies  uses  the  1987 
survey  of  veterans.  Their  basic  method  assumes  that  the  veterans 
who  now  have  insurance  and  the  veterans  who  do  not  now  have  in- 
surance will  have  the  same  percentage  of  use  of  VA  facility  afler 
the  currently  uninsured  assume  insurance  under  a  broader  health 
insurance  plan.  The  main  problem  with  this  approach  is  that  it  as- 
sumes that  the  only  difference  on  average  between  the  population 
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that  is  insured  and  the  one  that  is  uninsured  is  the  fact  that  they 
have  no  insurance. 

This  assumption  is  false.  If,  for  example,  the  uninsured  have  a 
lower  income  on  average  or  they  have  more  severe  diseases,  then 
the  implications  of  the  study  would  be  wrong.  For  example,  if  there 
are  financial  barriers  under  the  new  plan,  then  the  fact  that  they 
have  low  insurance  will  result  in  lower  switching  rates  than  is  pre- 
dicted by  the  GAO  study. 

One  could  use  the  same  data  set  to  come  up  with  a  statistical 
model  which  predicts  the  effect  of  all  of  these  different  factors  on 
demand  for  VA  services.  For  example,  you  could  include  the  effects 
of  the  distance  to  the  closest  VA  facility,  income,  health  status,  and 
so  on,  as  well  as  insurance  status  and  see  what  the  effect  of  just 
the  difference  in  insurance  status  would  have  on  demand  for  VA 
services.  That  might  be  a  more  appropriate  method  of  coming  up 
with  that  estimate. 

The  PVA  study  has  a  two-stage  process.  The  first  one  is  it  comes 
up  with  a  base  case  estimate  and  then  it  comes  up  with  some  esti- 
mates of  what  would  happen  under  broader  coverage.  In  order  to 
come  up  with  a  base  case  estimate,  they  use  current  use  rates  and 
they  project  this  to  the  year  2000.  To  come  up  with  the  size  of  the 
system  that  they  project  under  broader  insurance,  they  assume  a 
50-percent  drop  in  utilization  rates  for  the  medical/surgical  areas 
primarily. 

In  this  case,  it  is  really  hard  to  comment  on  the  accuracy  of  the 
estimates  because  there  isn't  much  description  as  to  how  this  50 
percent  was  arrived  at.  My  sense  from  reading  the  report  really  is 
that  it  is  primarily  the  policy  framework  that  is  at  issue  here  and 
not  the  exact  accuracy  of  these  estimates.  So  it  seems  to  me  that 
is  really  the  issue  of  the  report  rather  than  the  50  percent  is  cor- 
rect or  not. 

So  the  conclusions  that  I  come  to  from  these  reports  are  that  you 
can't  really  conclude  very  much  in  terms  of  what  they  say  about 
the  forecast  of  demand  under  broader  health  insurance.  But  if  we 
look,  for  example,  at  the  VA  report  on  the  1987  survey  of  medical 
system  users,  then  what  you  do  see  is  that,  as  was  said  previously, 
about  42  percent  of  inpatient  users  do  not  have  health  insurance. 
Of  those,  only  10  percent  have  income  of  more  than  $20,000  a  year. 
So  what  that  suggests  is  that  the  actual  percent  of  switching  will 
be  extremely  sensitive  to  the  details  of  the  insurance  package  that 
will  be  available  to  them.  If  there  are  significant  copayments,  then 
the  financial  barriers  that  these  very  low  income  people  will  face 
will  prevent  them,  presumably,  from  shifling  significantly  into  the 
civilian  sector.  If,  on  the  other  hand,  the  terms  of  the  plan  are  such 
that  the  copay  and  deductibles  are  based  on  income  so  that  lower 
income  people  would  face  lower  financial  barriers,  it  might  result 
in  much  greater  degree  of  shifling. 

Given  that  kind  of  uncertainty,  it  is  really  hard  to  actually 
project  what  kind  of  demand  there  will  be. 

That  concludes  my  statement. 

[The  prepared  statement  of  Dr.  Zwanziger  appears  on  p.  209.] 

Chairman  Rockefeller.  Thank  you  very  much,  Dr.  Zwanziger. 

Mr.  Owen. 
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STATEMENT  OF  JACK  W.  OWEN,  FORMER  EXECUTIVE  VICE 
PRESIDENT  AND  DIRECTOR  OF  THE  WASHINGTON  OFFICE, 
AMERICAN  HOSPITAL  ASSOCIATION 

Mr.  Owen.  Thank  you,  Mr.  Chairman.  It  is  a  pleasure  to  be  here. 
I  am  especially  pleased  to  be  here  because  this  Committee  is  hold- 
ing hearings  on  something  that  I  think  for  too  long  has  been  ne- 
glected, and  that  is  that  the  VA  system  has  been  out  of  the  main- 
stream of  what  we  might  call  the  hospital  system.  I  think  that  is 
very  important  as  we  look  at  health  care  reform. 

I  would  like  to  comment  on  how  I  see  some  of  the  effects  on  the 
nongovernmental  hospital  ^stem  should  this  health  care  reform 
take  place  and  where  the  VA  might  fit  into  this,  if  I  could  just 
briefly.  Most  of  the  comments  on  the  statistics  of  what  is  in  the  VA 
hospital  system  now  are  in  the  Strategy  2000  report,  which  I  was 
privileged  to  be  able  to  serve  on  that  panel. 

It  seems  that  lately  the  lack  of  funds  has  turned  out  to  be  the 
greatest  concern  that  the  VA  system  has,  and  rightly  so  because  it 
is  resulting  in  a  deterioration  of  quality  of  care,  especially  in  the 
acute  medical/surgical  procedures.  We  see  this  when  we  look  at  the 
newspapers  and  we  hear  what  is  happening,  and  the  lack  of  use 
that  appears  in  the  VA  system.  That  has  led  a  number  of  people 
to  say  let's  get  rid  of  the  VA  system  with  health  care  reform.  Ajid 
I  would  like  to  comment  on  that  because  I  would  urge  this  Commit- 
tee to  use  extreme  caution  in  jumping  to  any  such  conclusion. 

In  the  nongovernmental  field,  we  are  painfully  aware  of  what 
happened  when  Medicaid  was  introduced,  the  answer  to  Medicaid 
being  that  we're  going  to  take  care  of  our  needy  and  our  poor,  our 
medically  indigent.  About  the  time  it  came  into  effect,  there  was 
an  urge  by  the  general  public  to  get  rid  of  so-called  "cold  hard 
bench  of  tne  waiting  for  care  in  our  citv  hospitals  and  it  led  to  the 
closing  of  a  great  number  of  many  local  governmental  hospitals.  A 
good  example  of  that  is  Philadelphia  General  in  Philadelphia.  The 
result  was  that  all  of  these  patients  were  shifted  to  nongovern- 
mental hospitals. 

This  created  the  very  serious  problem  of  cost,  which  I  know  you 
are  going  to  discuss  later,  but  of  cost  today  of  having  these  patients 
in  our  nongovernmental  hospitals.  The  only  place  hospitals  can 
raise  the  funds  to  pay  for  these  patients  is  by  overcharging  the  pa- 
tients who  use  the  hospital.  I  would  hate  to  see  history  repeat  itself 
and  the  VA  system  replicate  that  system  by  getting  rid  of  VA  hos- 
pitals. 

Just  briefly,  the  obligation,  as  I  see  it,  is  the  Federal  Government 
has  a  commitment  to  veterans  to  provide  benefits  of  health  care. 
It  is  no  different  really  than  any  other  employer  who  has  work- 
men's compensation  insurance.  While  you  are  serving  in  the  mili- 
tary, you  expect  that  you  will  be  taken  care  of  However,  the  Fed- 
eral Government  goes  further  to  include  impoverished  veterans,  ex- 
POWs,  and,  space  permitting,  other  veterans.  The  question  is 
whether  they  should  provide  the  service  or  provide  the  benefits 
which  the  veteran  can  use  in  a  nongovernmental  hospital.  And  that 
is  what  health  care  reform  is  all  about. 

There  is  a  great  deal  of  discussion,  certainly  with  universal  ac- 
cess of  health  care  that  we're  talking  about  now,  that  veterans  will 
not  use  the  VA  system.  You  heard  the  statistics  both  of  GAO  and 
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you  have  seen  them  in  our  Strategy  2000.  But  I  can  speak  from  ex- 
perience, those  who  have  obtained  jobs  outside  of  the  mihtary  are 
using  private  insurance  plans  or  purchasing  care  in  nongovern- 
mental hospitals,  myself  as  a  good  example.  The  question  tnen  is, 
why  not  move  those  veterans  using  the  facilities  to  nongovern- 
mental hospitals?  I  think  that  manv  hospitals  would  be  happy  to 
market  to  these  veterans  provided  tney  could  pay.  What  hospitals 
found  out  when  they  looked  at  some  of  the  veterans  hospitals,  it 
was  over  60  percent  of  the  patients  in  the  VA  were  impoverished 
and  they  couldn't  pay,  that  turned  off  most  of  the  nongovernmental 
hospitals  in  looking  at  VA  patients. 

But  in  my  opinion,  I  think  there  are  two  areas  of  care  where  the 
VA  system  has  the  edge  over  the  nongovernmental  hospitals.  First 
is  the  care  of  spinal  cord  injury.  While  it  is  available  in  our  tertiary 
care  hospitals  and  they  can  provide  that  acute  care,  the  VA  hos- 
pital system  provides  not  only  acute  care  but  the  followup  care  that 
the  patients  so  desperately  need  to  maintain  their  general  health 
when  there  is  spinal  cord  injury.  There  are  centers  of  excellence 
and  they  should  not  be  discontinued,  but  maintained  and  funded 
adequately.  These  centers,  if  we  have  a  managed  care  plan  or  a 
hospital  network,  should  be  part  of  the  health  care  reform  system, 
and  they  should  become  part  of  a  plan  for  a  total  health  care  pic- 
ture. 

The  second  area  is  the  lon^-term  care  of  the  impoverished  vet- 
eran. There  is  a  serious  question  in  my  mind  as  to  whether  the  fa- 
cilities that  care  for  these  patients  at  this  time  are  available  in 
nongovernmental  health  care  facilities.  If  the  long-term  care  is  not 
provided  in  a  basic  health  care  package,  and  we've  heard  talk  here 
from  Jack  about  what  would  be  in  and  what  wouldn't,  then  I  am 
afraid  we  are  going  to  shift  those  over  to  nongovernmental  hos- 
pitals and  we  are  going  to  have  a  repeat  of  what  we  had  with  Med- 
icaid. 

In  conclusion,  I  would  say  that  the  VA  hospital  system,  after  we 
studied  it  through  our  Strategy  2000,  is  going  to  have  to  change, 
certainly  it  is  going  to  be  downsized  perhaps  as  much  as  50  percent 
in  the  medicaPsurgical  areas.  But  more  importantly,  they  must  be 
brought  into  the  mainstream  of  organized  hospital  health  care,  the 
healm  care  delivery  system  I  am  talking  about,  with  the  other  hos- 
pitals where  they  are  located.  Our  veterans  deserve  the  best  health 
care  available,  certainly  no  less  than  our  other  citizens  are  going 
to  receive  when  we  have  a  health  care  plan.  To  do  this,  it  means 
that  the  VA  system  must  concentrate  on  those  areas  in  which  they 
are  most  proficient — the  spinal  cord  injury  and  those  areas  where 
the  benefits  we  are  committing  to  providing  are  not  available  any- 
where else.  And  they  have  got  to  have  adequate  funding. 

Thank  you,  Mr.  Chairman,  for  inviting  me  to  appear  before  this 
Committee. 

[The  prepared  statement  of  Mr.  Owen  appears  on  p.  211.] 

Chairman  ROCKEFELLER.  Thank  you,  sir. 

Senator  Murkowski,  do  you  have  any  comments? 

OPENING  STATEMENT  OF  SENATOR  MURKOWSKI 

Senator  Murkowski.  Thank  you,  Mr.  Chairman.  I  think  that  \Ye 
have  scheduled  this  meeting  at  an  opportune  time,  particularly  in 
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view  of  the  suggestions  that  the  costs  for  VA  health  care  may  be 
less  than  we  think.  On  the  other  hand,  they  may  be  more  than  we 
think.  That's  what  we  are  here  to  find  out  and  also  to  discuss  what 
is  going  on  for  national  health  care  reform, 

I  think  this  is  an  appropriate  step  as  we  pursue  the  future  of  the 
VA  health  care  reform  effort.  As  you  know,  we  have  had  state- 
ments by  the  Secretan^  concerning  his  conviction  that  the  VA  sys- 
tem should  be  expanded  because  it  represents  a  cost  advantage. 
The  merits  of  that,  of  course,  are  very  appealing  to  veterans  that 
are  covered  on  a  sequence — the  service  connected,  the  poor  vet- 
eran— and  if  it  were  opened  up  to  the  balance,  indeed,  it  would  be 
an  attractive  alternative.  On  the  other  hand,  I  believe  two  of  the 
gentlemen  at  the  table,  Mr.  Baine  and  Mr.  Linz,  have  done  a  study 
that  I  think  is  significant  in  suggesting  that  a  large  number  of  VA 
recipients  would  opt  out  of  the  VA  program  and  perhaps  choose  the 
new  national  health  care  system,  whatever  that  ultimately  is  going 
to  be.  So  we  have  I  think  a  divergence  here  which,  hopefully,  we 
will  be  able  to  address. 

The  Secretary  stated  that  the  VA  health  care  cost  is  16  to  22  per- 
cent below  private  hospitals.  We  have  had  some  communication 
and  I  have  a  letter  from  the  Secretary  where  he  attempted  to  sub- 
stantiate these  figures  but  did  not  really  address  the  source  of 
those  specific  costing  figures.  I  would  note,  however,  that  in  his  let- 
ter he  promises  additional  analysis  and  independent  review  of  prior 
VA  cost  comparisons.  I  would  ask  that  the  Secretary's  letter  as  well 
as  an  article  from  the  Washington  Post  be  entered  in  the  record  at 
this  time,  Mr.  Chairman, 

Chairman  Rockefeller,  Absolutely.  Without  objection,  so  or- 
dered. 

[The  Secretary's  letter  and  Washington  Post  article  appear  on  pp. 
196  and  197.] 

Senator  MuRKOWSKL  I  thank  the  Chair, 

We  have  seen  an  analysis  of  a  study  that  was  done  in  1986,  I 
was  a  member  of  the  Committee  at  that  time  and  it  was  reviewed 
by  the  Committee  as  to  the  VA  costs  and  it  was  also  reviewed  by 
our  House  colleagues,  the  Office  of  Technology  Assessment,  univer- 
sity health  services  researchers,  and  other  consultants  were  con- 
sulted on  the  methodology  and  had  a  role  in  it.  The  general  conclu- 
sion was  that  the  VA  costs  were  generally  comparable  to  costs  of 
care  for  similar  case  mix  in  other  settings.  But  the  VA  study  did 
not  document  necessarily  a  clear  VA  advantage. 

The  VA  Inspector  General's  study  compared  patient  care  costs 
and  outcomes  of  so-called  "matched  pairs"  of  VA  medical  centers 
and  university  affiliates.  I  am  told  that  this  study  did  conclude  that 
the  VA  in  those  specific  areas  did  provide  less  costly  care.  This 
study  and  others  did  not  necessarily  consider  important  VA  costs 
such  as  unfunded  liabilities  and  capitalization.  So  we  have  to  be 
reading  from  the  same  figures.  I  think  we're  both  anxious  to  get 
to  that  point. 

I  understand  that  there  is  a  recommendation  that  the  VA  initiate 
new  cost  comparison  studies  that  demonstrate  a  significant  cost  ad- 
vantage. I  would  hope  that  the  VA  will  make  studies  available  to 
this  Committee  as  soon  as  they  have  completed  them.  Cost  com- 
parison information  in  real  terms  and  comparable  figures  is  a  key 
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to  the  decisionmaking  process  and  the  responsibility  that  we  have 
as  an  oversight  Committee. 

I  would  also  like  to  address  the  findings  of  the  GAO  and  the  PVA 
in  their  separate  studies  to  the  potential  effects  of  alternative 
health  insurance — employer-mandated  or  universal  access — on  vet- 
erans' choice  of  health  care.  We  will  hear  more  about  that  as  well. 
I  think  identifying  the  number  of  veterans  that  would  leave  the 
system  is  really  critical  because  of  the  potential  dramatic  budget 
implications  it  may,  or  may  not,  have  on  the  VA. 

I  think  generally,  whether  it  be  from  the  Republic£in  side  or  the 
Democratic  side,  as  we  look  at  health  care,  no  one  wants  to  tackle 
the  issue  of  the  roles  of  the  VA,  the  Department  of  Defense,  the 
Indian  Health  Service  in  reforms.  While  they  are  important  and 
vital,  it  is  just  too  much  to  digest  at  one  time.  The  general  consen- 
sus, at  least  on  our  side,  is  probably  to  put  that  off  and  address 
it  later.  Nevertheless,  it  is  very  important.  Assuming  we  can  all 
agree  at  some  point  in  time,  we  are  going  to  have  to  consider  the 
merits  of  those  systems  and  the  reality  of  what  happens  if  we  de- 
sign a  program  where  a  significant  number  opt  out. 

I  think  many  factors  could  justify  veterans  exiting  the  system.  I 
think  every  person,  veteran  or  nonveteran,  wants  security.  They 
want  to  know  if  they  get  sick,  they  are  going  to  be  taken  care  of. 
I  am  told  that  40  percent  of  the  veterans  using  VA  inpatient  hos- 
pital care  have  no  private  insurance  and  have  incomes  of  less  than 
$10,000.  For  these  veterans,  the  cost  of  care  presents  an  obstacle 
to  care  and,  therefore,  it  would  make  sense  that  if  a  veteran  was 
presented  with  alternative  care,  the  choice  would  be  made  based 
primarily  on  cost,  convenience,  and  quality.  I  am  sure  that  we  will 
learn  more  about  that  today. 

I  was  particularly  interested,  Mr.  Chairman,  in  Dr.  Custis*  point 
about  the  $26  million  cut  in  research  and  what  that  would  mean 
to  the  VA,  not  necessarily  just  to  the  morale,  but  to  the  progress 
of  much  of  the  ongoing  research  that  would  be  terminated.  I  am 
just  wondering  if  we  ought  to  consider  slowing  down  or  temporarily 
halting  VA  construction  on  new  hospitals  around  the  country  until 
we  see  what  our  priorities  are  within  our  budget  limitations  and 
recognizing,  again,  that  we're  opening  up  this  entire  process  to  re- 
view on  a  dramatic  basis  as  we  consider  the  long-term  implications 
of  some  kind  of  national  health  care. 

In  any  event,  I've  wandered  on  long  enough  I  think  to  generally 
communicate  to  you  the  areas  of  concern  I  have.  I  am  very  sen- 
sitive. Dr.  Custis,  to  the  point  of  the  $26  million  cut  in  research. 
If  we  cut  some  of  our  commitments  to  building  programs,  we  could 
pick  up  that  $26  million  very  rapidly.  And,  as  we  look  at  areas  geo- 
graphically where  we  have  excess  capacity  or  the  private  sector  has 
excess  capacity  or  the  Department  of  Defense  has  excess  capacity, 
we  are  simply  being  forced  to  look  at  the  potential  alternatives  and 
cost  savings. 

Thank  you,  Mr.  Chairman. 

[The  prepared  statement  of  Senator  Murkowski  appears  on  p. 
195.] 

Chairman  Rockefeller.  Thank  you,  Senator  Murkowski.  I  think 
you  raise  a  very  valid  question  about  what  are  our  priorities. 
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Jim  and  I  both  picked  up  on  something  that  you  said,  Jack.  You 
characterized  the  VA  health  care  system  as  not  being  in  the  main- 
stream of  U.S.  health  care.  I  am  interested  in  what  you  meant  by 
that  statement.  And  then,  Don,  how  you  might  react  to  that. 

Mr.  Owen.  What  I  meant  by  that  was  that  from  the  organization 
of  health  care  services  as  it  relates  to  a  community.  I  am  not  im- 
plying that  an  individual  hospital  doesn't  have  mainstream  medi- 
cine or  all  the  facilities  that  it  has  at  VA  hospitals,  but  having 
served  in  the  hospital  association  world  for  some  35  years,  19  years 
in  New  Jersey  where  we  had  two  VA  hospitals  and  then  on  the  na- 
tional scene,  the  participation  of  the  VA  hospital  in  what  occurs 
with  the  rest  of  the  health  care  system  in  most  cases  is  they  are 
not  part  of  it.  Part  of  that  is  due  to  the  fault  of  the  private  hos- 
pitals. In  many  cases,  they  had  aversions  about  having  a  VA  hos- 
pital in  their  area  in  the  old  days  because  the  VA  hospital  always 
paid  nurses  more,  they  had  a  Federal  civil  service  wage  rate,  and 
there  was  a  concern  about  dealing  with  the  VA  group,  since  they 
didn't  have  the  same  kind  of  problems. 

I  think  that  as  we  look  at  health  care  reform,  if  we're  seriously 
concerned  about  following  patients  in  a  managed  care  kind  of  situa- 
tion, whether  veterans  or  not,  then  they  have  got  to  be  part  of  that 
system  and  utilize  that  system  and  become  part  of  that  main- 
stream. That  is  what  I  am  referring  to. 

Chairman  Rockefeller.  OK  Before  you  respond,  Don,  I  just 
suddenly  realized  that  we  have  a  vote  which  is  halfway  over.  If  I 
run  at  top  speed,  I  may  still  miss  it.  I  would  like  to  keep  this  going, 
John.  When  Jim  comes  back  in,  maybe  the  two  of  you  can  keep  it 
going.  I'll  be  back  in  5  minutes. 

Mr.  Gottlieb.  This  is  the  only  time  this  will  happen.  [Laughter.] 

I  am  sorry  I  didn't  hear  the  answer.  Were  you  done  with  your 
answer  about  VA  health  care  being  out  of  the  mainstream?  The 
Senator  was  very  concerned  about  that. 

Mr.  Owen.  Yes.  Just  very  briefly,  I  think  I  answered  it,  that  the 
way  I  looked  at  it,  mainstream  as  being  part  of  the  system;  not  so 
much  in  whether  they  are  delivering  quality  care  medicine,  but 
how  they  fit  into  the  overall  health  care  system  within  a  commu- 
nity. 

Mr.  Gottlieb.  Dr.  Custis,  I  know  the  Chairman  wanted  you  to 
speak  to  that,  if  you  would. 

Dr.  Custis.  I  appreciate  that  Jack  Owen  did  not  use  that  term 
in  a  pejorative  fashion.  However,  there  was  a  time  and  there  were 
people  who  did.  The  term  "main streaming"  back  in  the  early  1980s 
acquired  the  connotation  of  what  was  started  by  a  group  of  doctors 
in  Portland,  Oregon  to  petition  the  AMA  by  way  of  a  resolution  to 
persuade  the  Congress  to  instead  of  maintaining  a  VA  health  care 
system,  to  issue  all  veterans  vouchers  for  fee-basis  care  in  the  pri- 
vate sector.  At  that  time,  I  happened  to  be  Chief  Medical  Director 
and  I  spent  a  good  many  days  and  a  good  many  hours  refuting  that 
resolution.  I  am  proud  to  say  that  the  resolution  finally  got  tabled. 
The  term  mainstreaming  has  two  meanings.  Jack  gave  one  mean- 
ing, which  is  perfectly  understandable;  the  other  meaning  of  the 
system  not  being  in  the  mainstream  of  modem  care  I  have  long  re- 
futed. 
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I  spent  a  career  in  Navy  medicine,  I  spent  10  years  after  World 
War  II  in  private  sector  practice,  and  then  I  spent  the  better  part 
of  8  or  9  years  in  the  VA.  I  have  always  contended  that  no  one  of 
those  three  sectors  of  medical  care  has  any  total  control  of  good 
medicine.  There  is  good  medicine  and  bad  medicine  practiced  in  the 
private  sector,  there  is  good  medicine  and  bad  medicine  practiced 
in  the  militaiy  environment,  and  also  in  the  VA. 

It  is  true  that  in  recent  years  the  quality  of  practice  in  the  VA 
has  been  slipping.  We  think  it  has  been  due  to  perennial  budget 
shortfalls.  That's  the  end  of  my  comment.  [Laughter.] 

Mr.  Gottlieb.  Did  you  want  to  respond  to  that?  I  have  some 
questions  I  want  to  ask  in  terms  of  the  relationship  between  the 
GAO  study  and  the  analysis  that  was  done,  but  I  didn't  want  to 
get  off  of  the  mainstream  issue  unless  we  had  concluded  it.  Jack, 
do  you  have  something  you  want  to  add? 

Dr.  ZWANZIGER.  No. 

Mr.  Gottlieb.  OK,  Mr.  Baine,  I  would  like  to  give  you  the  oppor- 
tunity to  respond  to  the  analysis  of  your  studies,  and  then  I  have 
some  specific  questions  that  the  Chairman  wanted  to  ask  you  about 
it. 

Mr.  Baine.  All  right.  The  gentleman  suggested  that 

Mr.  Gottlieb.  I  don't  want  any  fisticuffs  here,  all  right?  We 
want  to  debate  this  in  a  friendly,  intellectual  manner,  hopefully 
academic.  [Laughter.] 

Mr.  Baine.  OK.  The  gentleman  suggested  that  our  principal  as- 
sumption could  be  flawed.  We  agree  that 

Mr.  GrOTTLlEB.  I'm  Sony.  You  agree? 

Mr.  Baine.  We  agree  that,  as  Dr.  Custis  said,  both  the  PVA  and 
GAO  addressed,  more  or  less,  a  worst  case  scenario.  In  using  the 
survey  of  veterans  to  do  the  analysis,  we  made  the  assumption 
that,  under  a  reformed  health  care  system,  people  would  behave  in 
the  way  the  people  with  and  without  insurance  now  behave.  That 
has  some  difficulties  and  we  understand  that. 

We  did,  I  might  say,  as  we  used  the  survey  of  veterans,  try  to 
disag^egate  the  information.  It  turned  out,  and  Jim  can  elaborate 
on  this  a  lot  better  than  I,  that  the  sample  sizes  were  so  small  that 
you  couldn't  actually  do  the  kind  of  analysis  that  the  doctor  sug- 
gested we  might  be  able  to  do  when  one  uses  the  survey  of  veter- 
ans. 

What  we  tried  to  do  in  this  study  was  to  lay  out  a  general  esti- 
mate of  what  might  be  the  case  under  either  employer  mandates 
or  universal  access  and  then  recognize  that  peoples  behavior  would 
be,  in  fact,  very  sensitive  to  the  comprehensiveness  of  the  benefit 
package  and  certainly  to  cost. 

Mr.  GrOTTLiEB.  Let  me  ask  Dr.  Zwanziger. 

Dr.  Zwanziger.  That's  fine.  I  think  we  are  more  or  less  in  agree- 
ment. I  haven't  looked  at  the  data  to  see  what  the  sample  size 
would  have  been  and  whether  it  would  have  been  too  small.  I  think 
the  main  point  though  is  that  there  are  many  other  studies,  not 
only  in  the  VA,  which  talk  about  income  sensitivity  and  how  impor- 
tant the  financial  barrier  would  be  to  this  decision.  So  the  fact  that 
we  have  so  many  very,  very  low  income  uninsured  in  the  VA  sys- 
tem suggests  that  it  would  be  a  lot  lower  than  the  kind  of  esti- 
mates that  they  had. 
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Mr.  MosEMAN.  Frankly,  I  am  still  confused  after  listening  to  all 
of  you  testify  about  the  reasons  why  veterans  would  leave  a  the  VA 
system.  These  are  poor  veterans,  primarily,  or  uninsured  veterans, 
people  that  don't  have  insurance,  and  yet  we  now  hear  that  cost 
is  a  critical  element  of  a  decision  to  leave  the  svstem.  I  keep  won- 
dering why,  if  the  system  provides  decent  health  care,  good  health 
care,  care  that  people  would  otherwise  not  get,  why  would  they 
leave  because  of  cost?  In  other  words,  you  are  suggesting  that  they 
are  going  to  go  to  a  cheaper  system.  Is  that  an  accurate  summary 
of  what  you  are  saying? 

Dr.  ZWANZIGER.  What  I  am  really  saving  is  every  individual  is 
going  to  balance  a  lot  of  factors  in  deciding  which  hospital  to  use. 
They  are  going  to  look  at  the  distance,  they  are  going  to  look  at 
what  their  perceptions  of  quality  are,  they  are  going  to  look  at  who 
the  physicians  are,  there  is  going  to  be  a  variety  of  factors  that  go 
in.  One  of  the  critical  factors  is  going  to  be  the  relative  costs.  That 
is  going  to  be  especially  important  for  people  who  have  low  in- 
comes. 

In  a  sense,  what  we  are  seeing  now  in  terms  of  the  patterns  of 
use  is  people  making  those  kinds  of  tradeoffs  and  using  the  system 
that  overall  appeals  to  them  the  most.  If  everybody  had  health  in- 
surance, of  course  those  factors  would  shift.  But  what  I  am  sug- 
gesting is  that  if  the  health  insurance  would  involve  substantial 
out-of-pocket  costs,  then  the  fact  that  you  have  very  low  income 
people  who  are  uninsured  now  would  mean  that  they  would  not 
tend  to  shift  because  they  just  can't  afford  to  do  that. 

Mr.  GrOTTLiEB.  Senator  Daschle,  I  want  to  first  assure  you  that 
this  is  not  a  staff  hearing,  and  yield  to  you  in  any  way  you  would 
like  to  proceed,  if  at  all,  including  to  assume  the  Chair  if  you  wish. 
Senator  Rockefeller  will  be  returning  in  a  moment. 

Senator  Daschle.  Are  you  sure?  [Laughter.! 

Mr.  Gottlieb.  No.  [Laughter.] 

That  was  wishful  thinking. 

Senator  Daschle.  If  I  were  to  assume  the  Chair  and  he  wasn't 
to  come  back — ^April  Fool. 

One  of  the  issues  that  we  talked  about  at  one  of  the  last  hearings 
I  attended  was  the  possibility  that  everyone  would  have  the  same 
comprehensive  benefits  plan  in  a  given  State  and  that  with  that 
plan  people  would  have  a  choice  of  hospitals  and  doctors.  Under 
those  circumstances,  one  could  make  available  veterans  facilities  as 
one  of  the  plans  from  which  to  choose.  That  is,  they  could  chose  a 
private  facility,  a  private  doctor,  or  the  VA  facility  and  a  VA  doctor. 

The  impression  that  I  have  from  many  veterans  in  South  Dakota 
is  that  if  given  the  choice,  thev  would  feel  comfortable  going  to  a 
VA  facility  if  they  had  already  had  experience  there,  that  they 
would  continue  at  VA  because  they  would  feel  more  comfortable 
there.  Was  that  a  factor  in  any  of  this?  Have  you  looked  at  that 
and  what  tendencies  there  would  be  for  veterans  to  continue  to  rely 
upon  VA  facilities  and  providers,  given  the  choice,  if  all  other  con- 
cerns in  this  regard  are  equal? 

Dr.  CusTis.  Senator  Daschle,  that  is,  indeed,  a  factor  and  we  did 
take  that  into  consideration.  Even  so,  we  do  not  claim  that  the 
models  we  used,  or  any  one  uses  at  this  time,  for  this  particular 
projection  of  utilization  are  perfect.  There  are  just  too  many  vari- 
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ables  that  can  occur  between  now  and  the  turn  of  the  century  that 
would  upset  these  predictions. 

The  senior  analyst  on  our  staff  that  did  our  work  is  here  in  the 
room,  John  Carswell.  He  is  a  very  articulate  fellow  and  I  submit 
that  he  could  address  this  subject  more  meaningfully  possibly  than 
I  can. 

Mr,  Gottlieb.  Mr.  Carswell,  please  come  to  the  table. 

Mr.  Owen.  Could  I  make  one  comment  before  John  gets  here.  If 
you  go  back  and  look,  for  instance,  and  the  reason  I  brought  the 
Medicaid  issue  up,  what  happened  to  the  poor  people  who  all  of  a 
sudden  were  free  to  go  anywhere  they  wanted  to  go,  I  think  is  an- 
other way  to  look  at  what  occurred.  The  number  of  the  poor  and 
the  needy  who  were  on  Medicaid  who  left  the  so-called  city  or  coun- 
try hospital  and  went  to  the  private  hospital  were  in  great  num- 
bers. Then  the  private  hospitals  today,  with  the  surplus  of  a  mil- 
lion beds  empty  every  day,  are  going  to  go  out  and  seek  those  peo- 
ple. 

If  the  veteran  has  difficulty  in  getting  to  a  VA  hospital,  then  he 
is  going  to  want  to  be  closer  to  home,  he  is  going  to  make  that  kind 
of  decision.  I  think  that  is  the  kind  of  problem  you  have  when  you 
look  at  what  are  all  the  factors  that  are  involved.  Here  is  an  older 
person  who  feels  very  comfortable  in  the  VA  system,  he's  been 
going  there  for  a  long  time,  probably  will  continue  to  do  so.  The 
younger  people  coming  out  now  who  are  veterans  may  not  quite 
feel  the  same  way.  I  think  that  is  one  of  the  things  John — I'm 
sorry,  John,  go  ahead. 

Mr.  Gottlieb.  Before  you  answer,  would  you  identify  yourself  for 
the  record  so  we  have  your  full  name  and  affiliation. 

Mr.  Carswell.  John  Carswell  with  Paralyzed  Veterans  of  Amer- 
ica. Dr.  Owen  said  just  about  everything  that  I  was  going  to  say. 
[Laughter.] 

In  these  conversations,  when  we  work  on  these  models,  there  is 
always  disagreement;  we  argue  over  these  things  and  we  try  to 
hammer  out  the  model  that  will  do  the  best  job.  I  have  noticed  that 
sometimes  there  is  a  difference  of  opinion  that  falls  along  veteran- 
nonveteran  lines.  If  it  is  a  person  who  understands  what  it  is  to 
identify  with  one's  veteran's  status,  for  whom  veteran  status  is  part 
of  his  whole  social  life,  perhaps  he  is  a  volunteer  in  a  VA  hospital, 
his  wife  volunteers  there,  he  knows  the  chief  of  staff,  I  think  he 
is  going  to  keep  going  there.  So  in  this  modeling  process,  I  tend  to 
disbelieve  my  own  estimates,  the  estimates  that  the  computer  spits 
out.  I  tend  to  think  that  the  impact  is  going  to  be  relatively  less, 
but  I  have  colleagues  who  I  respect  that  say  that  the  pocketbook 
makes  the  most  difference  and  it  is  going  to  be  the  pocketbook  that 
determines. 

I  would  add  one  thing.  In  all  this  discussion,  we  talk  about  de- 
creased workload.  I  think  it  is  important  to  remember  that  it  really 
is  a  force  that  would  shift  the  case-mix  by  removing  a  lot  of  re- 
quirement for  acute  care  services  and  surgical  services,  but  those 
services  of  specialized  care — spinal  cord  injury,  prosthetics,  rehab 
drug  and  alcohol  abuse,  chronic  psychiatric,  post-traumatic  stress 
disorder — that  part  of  the  workload  will  not  likely  be  affected  by 
a  national  health  care  plan. 
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Mr.  Baine.  Senator  Daschle,  if  I  could  just  interject  one  thing. 
I  don't  think  there  have  been  any  what  I  would  call  good  studies 
done  of  why  it  is  people  who  are  eligible  for  VA  do  not  go.  Do  thev 
have  other  options?  I  don't  think  a  survey  has  been  done  to  find, 
for  example,  why  it  is  that  Medicare  eligible  veterans  who  are  eligi- 
ble also  for  VA  opt  for  Medicare.  That  is  something  that  perhaps 
should  be  done  to  get  a  handle  on  the  very  question  you  are  asking. 

To  address  the  second  aspect  of  your  question  which  dealt  with 
having  VA  compete  with  a  purchasing  cooperative  for  clientele. 
There  may  be  a  factor  that  confounds  VA's  ability  to  compete  with 
some  sort  of  a  purchasing  group  because  VA  is  primarily  set  up  to 
treat  males  and  not  families.  So  what  you  might  end  up  seeing  is 
families  having  to  split  into  two  kinds  of  groups  to  get  care. 

Senator  Daschle.  I  had  one  other  question,  if  I  could.  To  what 
extent  did  you  take  into  account  regional  or  geographical  dif- 
ferences as  you  made  your  studies?  I  would  think  that  in  some 
cases  in  rural  areas  where  the  VA  facilities  are,  as  they  are  in 
South  Dakota,  perhaps  the  only  source  of  health  care.  The  propen- 
sity for  utilization  in  those  areas  is  much  higher  even  if,  after  some 
new  law  would  change,  one  would  have  the  ability  to  drive  a  little 
bit  farther  and  go  to  a  private  facility.  Can  someone  address  that? 

Mr.  Baine.  I  can  address  it.  Our  study  tried  to  take  a  look  at  this 
on  a  macro  basis.  We  did  not  try  to  do  it  on  a  geographic  basis  pri- 
marily, again,  because  when  you  take  a  look  at  the  survey  of  veter- 
ans and  depending  on  how  finely  you  cut  that,  the  sample  size  gets 
too  small  in  order  to  make  a  meaningful  analysis. 

I  think  you  are  probably  right  that  the  availability  of  health  care 
services  will  certainly  affect  the  extent  to  which  veterans  will  opt 
for  VA  services.  If  they  are  in  areas  where  there  are  not  a  lot  of 
community  services,  you  can  expect  the  effect  to  be  a  lot  less  than 
in  areas  where  there  are  a  lot  of  community  services. 

Dr.  ZwANZiGER.  Just  one  comment.  There  has  been  a  lot  of  stud- 
ies in  the  civilian  sector  as  to  the  factors  which  decide  which  hos- 
pital people  go  into.  By  far,  by  far  the  strongest  factor  is  distance 
that  you  have  to  travel.  Generally,  that  by  itself  determines  to  a 
large  extent  which  hospitals  people  go  into.  So  if  the  VA  hospital 
is  closer,  then  it  is  highly  unlikely  that  people  will  travel  further 
unless  there  is  a  big  quality  difference. 

Senator  Daschle.  Thank  you  for  your  answers.  Thank  you,  Mr. 
Chairman. 

Chairman  Rockefeller  [resuming  Chair].  Thank  you,  your  ex- 
cellency. [Laughter.] 

I  call  him  that  because  he  is  a  high  ranking  Democratic  official. 

John,  you  had  a  couple  of  questions  you  wanted  to  ask. 

Mr.  MosEMAN.  Thank  you  veiy  much.  Mr.  Baine,  if  I  could  fol- 
lowup  on  your  last  answer.  You  indicated  that  no  one  yet  has  done 
a  comprenensive  study  to  ask  the  fundamental  question,  "Why 
would  somebody  eligible  for  one  system,  like  the  VA,  opt  out  and 
choose  another  system?"  Is  GAO  equipped  to  undertake  that  kind 
of  a  study  in  terms  of  the  VA,  and,  if  so,  how  long  would  it  take 
and  how  much  would  it  cost? 

Mr.  Baine.  I  guess  I  deserved  this,  didn't  I?  [Laughter.] 

I  think  that  kind  of  study  could  be  done,  sir,  and  I  think  we 
could  do  it.  It  is  a  difficult  thing  because  surveys  of  veterans  are 
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difficult  and,  I  might  say,  time  consuming  and  expensive  to  do.  But 
I  think  it  can  be  done.  Fm  not  sure  you  could  do  it  on  a  nationwide 
basis  but  I  think  it  could  be  done  to  get  some  sense  of  why,  for  ex- 
ample, folks  who  are  eligible  for  Medicare  opt  one  way  or  the  other. 
So  the  short  answer  to  your  question  I  believe  is,  yes.  I  may  be 
mistaken,  but  I  am  just  not  aware  of  any  good  study  as  it  relates 
to  veterans  themselves. 

Mr.  MosEMAN.  You  might  have  a  better  chance  of  answering  the 
question  if  you  turn  it  around.  You  can  ask  more  easily  why  it  is 
that  veterans  who  have  insurance  come  into  the  VA.  VA  has  a 
medical  care  cost  recovery  program,  it  is  getting  more  money  from 
that  program  than  most  of  us  ever  expected  that  it  would,  that  is 
coming  from  veterans  that  have  third-party  insurance  and  are 
choosing  to  come  into  the  VA  anyway.  I  think  they  may  be  there 
because  they  feel  some  loyalty  to  the  VA  or  they  identify  with  their 
status  as  a  veteran. 

Dr.  CusTis.  That  remark  reopens  the  issue  of  Medicare  and  utili- 
zation. It  was  predicted,  I  understand,  back  as  early  as  1965  and 
thereafter  that  as  Medicare  came  in  VA  utilization  would  fall  off 
markedly.  That  didn't  happen.  I  think  the  main  thing  today  that 
provides  the  incentive  for  veterans  to  use  the  VA  who  have  the  op- 
tion of  Medicare  is  that  those  who  do  so  primarily  cannot  afford  the 
copayment  and  the  deductibles  of  Medicare.  That  isn't  universally 
true  but  in  a  large  degree  that  is  the  reason. 

This  whole  thing  strikes  me  as  something  that  you  can  apply  the 
adage  that  some  of  my  friends  think  utilization  will  go  up  and 
some  of  my  friends  think  it  will  go  down,  and  I  never  disagree  with 
my  friends.  [Laughter.] 

Chairman  Rockefeller.  Does  anybody  want  to  respond  to  that? 
Then,  John,  I  think  you  had  another  question. 

Mr.  MosEMAN.  Thank  you  very  much.  This  is  a  followup  to  Sen- 
ator Murkowski's  comment.  Dr.  Custis,  about  the  reduction  in  the 
research  budget.  I  guess  I  shouldn't  put  you  on  the  spot  without 
having  asked  you  this  privately,  but,  since  you  are  here,  I'll  pose 
the  Senator's  question,  "Is  it  fair  or  is  it  legitimate  to  suggest  that 
the  construction  budget  be  either  slowed  down  or  halted  tempo- 
rarily and  some  of  those  funds  be  shifted  back  into  the  research 
budget?  Is  that  something  that  you  care  to  comment  on? 

Dr.  Custis.  Strategy  2000  makes  that  specific  recommendation. 

Chairman  Rockefeller.  Don,  let  me  come  to  you  on  the  issue 
of  quality  of  VA  care.  There  is  the  fact  of  it,  and  there  is  the  per- 
ception of  it.  How  do  you  think  the  demand  for  VA  care  would  be 
affected,  if  veterans  had  better  access  to  non-VA  care? 

Dr.  Custis.  I  think  it  will  have  a  very  strong  effect.  There  again, 
VA  is  making  a  tremendous  effort  to  implement  total  quality  man- 
agement and  outcome  evaluation.  I  think  the  investment  that  VA 
is  making  is  entirely  comparable  to  what  is  being  done  in  the  pri- 
vate sector.  It  remains  to  be  seen  how  soon  such  things  as  the  mod- 
eling for  outcome  evaluation  is  available.  But  as  long  as  there  are 
the  queues  that  exist  in  the  VA  in  the  clinic  spaces,  as  long  as  the 
expensive  elective  surgery  is  indefinitely  delayed,  as  long  as  there 
is  a  backlog  of  $1  billion  to  replace  obsolete  equipment,  that  doesn't 
translate  to  quality  of  care. 
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I  think  it  is  unfortunate  that  the  media  will  latch  on  to  an  exam- 
ple of  outright  malpractice  and  label  the  whole  system  as  an  exam- 
ple of  the  quality  that  the  VA  provides.  I  can  only  repeat  that  I 
think  the  VA,  the  private  sector,  military  medicine,  all  practice  ex- 
cellent quality  of  care.  The  United  States  today,  you  know,  is 
blessed  with  very  talented  professionals  in  the  practice  of  medicine 
and  they  are  all  over  the  place.  There  is  no  monopoly  that  any  sec- 
tor has  on  quality. 

Perception  of  quality  is  hurt  by  such  things  as  inadequate  space 
to  do  outpatient  clinic  and  admitting  patients  because  of  legislated 
barriers  to  entitlement.  And  long  waits  in  clinics,  crowding  in  clin- 
ics, and  this  business  of  having  to  continue  using  obsolete  equip- 
ment, you  can't  defend  those  circumstances.  The  answer  to  it  is 
adequate  resources. 

Chairman  Rockefeller.  If  there  is  such  a  thing  as  an  average 
veteran,  how  would  you  define  his  perception?  Let's  say — Senator 
Daschle  was  talking  about  rural  health  care — I'm  thinking  of  a  cou- 
ple of  places  in  West  Virginia  where  there  are  VA  hospitals  and 
then  there  are  also  non-VA  hospitals  not  that  far  off,  within  the 
psychological  transportation  distance,  which  I  think  we  probably 
deal  witn  more  than  you  do  because  we're  less  flat,  et  cetera,  so 
distances  are  more  threatening.  That  wasn't  personal,  Tom. 
[Laughter.] 

I  am  just  trying  to  present  a  little  geography  here.  What  does  the 
veteran  say  about  VA  care  as  opposed  to  what  he  hears  about  other 
care  from  non-VA  providers? 

Dr.  CusTES.  The  veteran  employee  or  the  veteran  patient? 

Chairman  Rockefeller.  The  veteran  patient. 

Dr.  CusTis.  I  think  it  varies  widely.  I  think  for  the  most  part 
most  patients  are  very  well  satisfied  with  the  care  they  are  getting. 
You  know,  there  is  another  adage  that  when  you've  seen  one  VA 
hospital,  you've  seen  one  VA  hospital.  [Laughter.] 

There  are  VA  hospitals  that,  in  my  opinion,  are  every  bit  as  good, 
if  not  better,  than  the  practice  of  medicine  in  the  community 
around  them.  There  are  some  VA  hospitals  that  were  they  not  to 
be  there  the  medical  schools  would  have  to  close.  There  are  other 
VA  hospitals  that  ought  to  close  where  the  quality  of  care  is  very 
dubious  or  the  mission  that  they  are  trying  to  accomplish  is  not  the 
proper  thing  for  them  to  attempt.  But  to  answer  your  question,  I 
think  most  veterans  in  hospitals,  were  they  to  be  surveyed,  you 
would  find  about  a  90  percent  satisfaction  rate. 

Chairman  Rockefeller.  Let's  take  outpatient  care.  You  have 
the  problem  we  discussed  at  our  last  hearing  on,  and  that  is  the 
waiting  lines  and  we  discussed  benefits  and  courtesy.  Let's  assume 
for  the  moment  that  a  person  who  comes  in  to  be  treated  is  caused 
to  wait  or  the  receptionist  is  not  that  polite  or  the  wait  is  for  sev- 
eral hours  because  an  appointment  hadn't  been  made;  that's  part 
of  the  perception  of  health  care  as  well  as  the  actual  health  care 
that  the  outpatient  veteran  does,  in  fact,  get.  Do  you  think  some- 
times that  veterans'  view  of  their  health  care  is  skewed  by  how 
they  are  treated  in  the  social  context  as  opposed  to  the  medical 
context? 

Dr.  CUSTIS.  Very  much  so.  I  think  they  are  turned  off  by  the 
crowding  in  the  clinics  and  how  they  are  perceived  to  be  treated. 
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I  think  there  is  no  lack  of  humanitarian  attitude  on  the  part  of  the 
VA  staff,  it  is  just  that  they  are  so  short  staffed  and  the  demgind 
is  that  great  that  tempers  flare  more  often.  It  is  not  a  good  situa- 
tion in  many  cases. 

Chairman  Rockefeller.  Dave  or  Jack,  do  either  of  you  want  to 
respond? 

Mr.  Owen.  On  this  same  issue,  I  think  we've  seen  it  is  usually 
a  lack  of  funds  is  what  usually  causes  this  to  happen.  We've  seen 
it  in  the  city  hospitals,  the  Cook  counties,  places  like  that  where 
there  is  just  not  staff  and  funds  in  order  to  treat  people  quickly  be- 
cause you  just  can't  do  it.  So  I  think  that  you  can't  argue  that  point 
really. 

I  would  like  to  just  add  one  thing  further  though.  The  people 
that  I  am  familiar  with  and  have  spinal  cord  injury,  I  think  the  VA 
centers  are  centers  of  excellence,  I  really  do.  I  think  there  is  a 
number  of  them  and  they  have  got  a  great  edge  over  the  private 
sector.  The  private  sector  following  through  on  these  patients  has 
not  done  a  very  good  job.  So  what  I  was  trying  to  get  across  in  my 
very  quick  comments  earlier  was  that  we  can't  let  those  disappear; 
we  have  got  to  maintain  them.  That's  part  of  where  Don  I  think 
is  coming  from  when  you  look  at  the  money  and  the  needs  for  re- 
search and  so  forth.  They  are  doing  a  fantastic  job  there  and  it 
would  be  criminal  to  do  something  that  would  destroy  what  is  oc- 
curring at  least  in  that  section  of  the  VA  system. 

Chairman  Rockefeller.  Let  me  ask  Mr.  Baine  and  Dr.  Custis 
this  question.  I  think  there  is  a  sense  that  the  vast  majority  of  pa- 
tients, be  they  veterans  or  nonveterans,  enter  an  inpatient  facility 
through  an  outpatient  facility,  either  a  clinic  or  a  physician's  office. 
Hence,  GAO  puzzles  me  when  it  suggests,  and  also  PVA  for  that 
matter,  that  there  might  be  a  greater  change  in  demand  for  VA  in- 
patient care  than  for  outpatient  care.  Now,  why  would  somebody 
choosing  a  provider  other  than  VA  for  inpatient  care  still  seek  VA 
outpatient  care? 

Dr.  Custis.  I  think,  if  I  understand  your  question,  Mr.  Chair- 
man, that,  at  least  to  some  degree,  has  to  do  with  entitlement.  The 
non-service-connected  veteran,  medically  indigent  who  has  passed 
the  means  test  is  assured  of  inpatient  care.  He  has  no  entitlement 
to  outpatient  care  except  for  the  purpose  of  obviating  inpatient  ad- 
mission or  in  followup  after  being  admitted.  So  his  whole  hope  is 
to  get  into  that  hospital  because  he  knows  he  can't  get  into  that 
outpatient  clinic,  he  is  not  entitled.  If  I  understand  your  question, 
that  may  be  an  important  angle. 

Mr.  Baine.  I  was  going  to  mention  previously  and  I  think  it 
bears  on  your  most  recent  question,  Senator,  we  have  been  trying 
to  do  some  work  on  the  VA  ambulatory  care  system.  I  think  what 
you  find  is  that  veterans  are  confounded  by  the  various  eligibility 
rules  and  when  they  are  eligible  and  when  they  are  not  eligible  for 
outpatient  care.  I  would  agree  with  Dr.  Custis  that  this  confusion 
has  a  lot  to  do  with  it.  The  "obviate  the  need"  definition  in  the  leg- 
islation is  interpreted  170  different  ways  and  when  an  individual 
shows  up  at  a  VA  hospital  in  the  outpatient  setting,  he  or  she  may 
or  may  not,  receive  the  care  that  they  went  to  receive  because  of 
a  whole  series  of  eligibility  criteria  that  I  think  confounds  both  the 
veterans  and  the  people  who  run  the  system. 


Chairman  Rockefeller.  Let  me  ask  a  final  question,  unless  oth- 
ers have  questions.  Gro  ahead,  Tom. 

Senator  Daschle.  No,  that's  OK. 

Chairman  Rockefeller.  Well,  mine  is  kind  of  a  roundhouse. 

Senator  Daschle.  OK  I  know  that  the  second  panel,  Mr.  Chair- 
man, is  here  to  talk  a  little  bit  about  the  cost  comparisons.  But  we 
have  several  people  here  who  have  witnessed  how  the  VA  system 
works  under  a  national  budget.  I  would  be  interested  in  your  as- 
sessment of  ow  you  believe  health  care  has  been  provided  under  a 
national  budget  setting.  Does  it  work?  To  what  degree  doesn't  it 
work? 

Comments  have  been  made  in  the  last  few  minutes  that  we  have 
some  excellent  hospitals  out  there,  the  quality  is  as  high  as  it  can 
be  in  certain  segments  of  the  VA  system,  and  there  is  also  a  fairly 
high  degree  of  satisfaction  among  veterans,  at  least  in  South  Da- 
kota, about  the  care  that  they  get.  But  to  the  question,  how  has 
budget  affected  quality  in  your  view? 

Dr.  CusTis.  This,  again,  relates  to  cost  comparison.  There  have 
been  numerous  studies  attempting  cost  comparisons.  Invariably, 
every  study  that  surfaces  results  in  being  discarded  usually  saying 
that  you  are  trying  to  compare  apples  and  oranges  and  they  can't 
be  compared.  I  have  always  thought  that  there  are  circumstances 
in  the  VA  environment  that,  unless  there  is  terrible  waste  and  dis- 
regard of  any  attempt  to  take  advantage  of  these  circumstances, 
there  are  circumstances  in  which  there  ought  to  be  more  economi- 
cal medicine  practiced,  and  you  named  one  of  them.  The  VA  has 
always  had  a  prospective  budget,  the  VA  has  always  been  given  a 
global  budget,  the  VA,  almost  without  exception  and  it  is  getting 
to  be  more  and  more  exception,  but  almost  without  exception,  the 
VA  physicians  are  on  salary,  they  are  not  fee-basis.  Some  hospitals 
having  more  and  more  trouble  paying  the  salary  needed  to  compete 
with  the  private  sector  for  certain  specialists  are  now  under  con- 
tract at  much  higher  costs  than  otherwise  would  be  the  case. 

In  the  VA,  because  of  the  low  incidence  of  malpractice  and  the 
circumstances  under  which  a  patient  can  sue  and  the  protection 
the  doctor  has  from  tort  liability,  there  is  much  less  need  to  prac- 
tice defensive  medicine.  That  ought  to  be  more  economical.  There 
is  much  less  need  to  carry  malpractice  insurance. 

Chairman  Rockefeller.  Excuse  me,  Tom.  Can  you  give  an  ex- 
ample of  not  practicing  defensive  medicine?  Just  incidental  con- 
versations from  doctors  that  you've  overheard  which  allowed  them 
not  to  do  something  which  they  might  otherwise  have  done? 

Dr.  CUSTIS.  I  think  Jack  Owen  probably  has  a  more  up-to-date 
figure  on  what  is  invested  monetarily  in  the  practice  of  defensive 
medicine.  I've  heard 

Chairman  Rockefeller.  I'm  not  talking  about  quantity.  I'm 
talking  about  an  example,  something  that  gives  life  to  the  defen- 
sive medicine  concept. 

Dr.  CUSTIS.  A  patient  would  come  in  with  a  pain  in  some  part 
of  their  body,  an  abdominal  pain,  for  example,  and  the  diagnosis 
is  most  certainly  due  to  cholilithiasis,  an  x  ray  of  the  gall  bladder, 
function  of  the  gall  bladder  has  been  done,  stones  are  there,  and 
the  whole  thing  fits,  the  laboratory  work,  the  chemistry  and  so 
forth,   but  because  of  the   possibility  that  something  might  be 
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missed  and  the  doctor's  anxiety  that  if  he  misses  it  he  might  be 
sued,  that  instead  of  those  gall  stones  being  the  cause  of  the  pain 
there  may  be  a  cancer  lying  behind  the  gall  bladder,  he  is  per- 
suaded to  lay  on  more  studies  than  he  would  otherwise  do.  He  will 
get  CAT  scans,  he  will  get  other  chemistry,  other  function  tests,  so 
forth.  That's  called  defensive  practice  of  medicine.  Things  that  he 
orders  that  he  wouldn't  order  if  he  were  going  entirely  on  the  self- 
confidence  that  he  won't  be  sued  for  something  he  missed. 

That  presupposes  that  he  will  not  neglect  doing  a  complete  diag- 
nostic workup  to  avoid  missing  something.  But  it  goes  beyond  what 
is  reasonable  when  you  start  practicing  defensive  medicine. 

However,  in  any  teaching  hospital,  there  is  an  increased  cost  of 
more  laboratory  work,  more  studies  being  ordered  by  the  house 
staff  simply  because  of  the  educational  value  of  those  studies.  The 
Congress  is  well  aware  of  that  and  they  are  involved  in  an  indirect 
and  direct  funding  for  education  in  the  Medicare  budget. 

But  two  other  things  that  have  to  do  with  the  environment  in  the 
VA,  The  VA  has  always  practiced  at  least  a  quasi  managed  care. 
There  are  gatekeepers  in  the  VA.  VA  patients  cannot  say  I  want 
this  or  I  want  that,  they  are  told  what  they  will  have  by  the  pri- 
mary physician  in  charge  of  their  case.  If  there  is  cost  economy  in 
an  HMO,  you  will  find  it,  at  least  to  some  degree,  in  the  VA  also. 
And,  finally,  with  the  perennial  budget  shortfalls,  hospital  directors 
in  the  VA  and  certainly  responsible  physicians  also  have  reason  to 
be  cost  conscious  because  they  want  their  budgets  to  go  as  far  as 
possible  in  patient  workload.  It  is  the  reason  why  they  are 
cannibalizing  the  system  to  try  to  keep  up  their  workload. 

All  of  those  things  make  for  more  cost  economy  practicing  in  an 
environment  like  the  VA  offers. 

Senator  Daschle.  So  I  take  it  vour  answer.  Dr.  Custis,  is  that 
because  they  use  tools  such  as  a  global  budget,  salaried  physicians, 
managed  care,  that  they  have  been  able  to  control  costs  and  yet 
provide  good  quality? 

Dr.  Custis.  I  would  say  that  is  exactly  what  is  done  in  most 
cases,  yes. 

Senator  Daschle.  Does  anybody  disagree  with  that? 

[No  response.] 

Chairman  ROCKEFELLER.  But  you  know,  Tom,  that  leads  to  that 
interesting  question  that  when  one  talks  about  global  budgeting, 
the  first  words  to  come  from  folks  who  are  skeptical  about  it  is  ra- 
tioning and  lack  of  choice.  I  am  interested  in  how  you  feel  about 
that  in  terms  of  this  fit.  When  my  wife  and  I  picked  our  pediatri- 
cian for  our  children  here  in  Washington,  it  was  my  wife's  best 
friend's  brother.  That's  how  scientific  we  were.  [Laughter.] 

Yet,  there  is  this  feeling  out  there  that  if  you  put  a  global  budget 
on,  that  people  are  going  to  be  denied  choice,  even  though  40  per- 
cent of  the  physicians  in  this  country  are  already  on  salary — non- 
VA  physicians  too — and  that  you  are  going  to  get  rationing.  It  is 
a  tough  one  to  argue,  it  is  tough  to  convince  people  on  that. 

Here  in  VA  we  have  an  entire  single  system,  and  my  guess  is 
that  you  are  saying  you  don't  hear  those  complaints. 

Dr.  Custis.  Senator,  I  think  the  VA  would  be  a  very  poor  exam- 
ple to  give  if  you  want  to  avoid  rationing.  The  VA  is,  of  necessity. 
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rationing  all  the  time.  The  suppressed  demand  for  care  isn't  even 
recognized;  it  is  probably  much  larger  than  we  realize. 

Chairman  Rockefeller.  Then  we  have  to  go  into  that. 

Mr.  Owen.  Could  I  just  make  a  comment  on  that.  Don  is  right 
on  target  on  that.  You  have  got  to  keep  in  mind  the  eligibility  that 
keeps  people  out  is,  in  fact,  a  rationing  care  to  the  VA  system.  The 
other  thing,  too,  is  you  have  got  to  remember  it  is  one  system. 
When  you  are  talking  global  budgeting  and  throwing  all  of  the  hos- 
pitals m,  then  you've  got  this  hospital  vying  against  this  hospital, 
there  is  not  somebody  at  the  top  who  says,  wait  a  minute,  you  can 
do  this  and  you  can  do  that,  all  the  physicians  are  going  to  be  on 
the  payroll,  this  sort  of  thing.  So  you  have  got  a  lot  more  things 
to  worry  about  when  you  get  to  the  global  budgeting. 

Dr.  CUSTIS.  A  beautiful  example  of  rationing  in  the  VA  is  the  fact 
that  hospitals  in  the  South,  particularly  in  Florida,  see  almost 
nothing  but  service-connected  veterans.  They  don't  let  any  non- 
service-connected  veterans  in  the  door.  They  haven't  got  the  money. 

Chairman  Rockefeller.  I  guess  that  wasn't  a  very  good  ques- 
tion for  me  to  ask,  was  it,  Tom?  [Laughter.] 

Tom,  do  you  have  any  more? 

Senator  Daschle.  I  don't. 

Chairman  Rockefeller.  I  have  a  group  of  statements  to  be  sub- 
mitted for  the  record,  too— Senator  Murkowski's  and  others. 

Too  bad  we  have  to  stop  this  panel,  but  we  have  to  go  on  to  the 
next  one.  I  thank  you  very,  very  much,  Don.  I  don't  mean  to  play 
you  up  so  much,  but  I  know  that  you  made  a  special  effort  to  get 
here  and  I  really  appreciate  that,  lliank  you  to  all  the  panel. 

Our  second  panel  is  composed  of  four  witnesses  who  will  address 
whether  VA  can  provide  care  equal  in  quality  at  costs  comparable 
to  those  of  non-VA  providers.  The  first  witness  is  Dr.  Alastair 
Connell,  VA's  Assistant  Inspector  General  for  Health  Care  Inspec- 
tions. Dr.  Connell  will  discuss  the  report  his  office  issued  in  July 
1992  on  VA  costs.  Joining  Dr.  Connell  are  three  experts  in  health 
economics  who  will  comment  on  the  IG's  findings  and  share  their 
expertise  on  cost  comparison  and  cost  containment.  Dr.  Kerry  Kil- 
patrick  is  the  Chairman  of  the  Department  of  Health  Policy  and 
Administration  in  the  School  of  Public  Health  at  the  University  of 
North  Carolina  at  Chapel  Hill.  Dr.  Joseph  Lipscomb  is  an  Associate 
Professor  of  Public  Policy  and  Community  and  Family  Medicine  at 
UNO's  neighbor  and  sometimes  basketball  rival,  Duke  University. 
Dr.  William  Schwartz  is  a  Professor  of  Medicine  at  the  University 
of  Southern  California.  Some  of  you  may  know  him  through  'The 
Painful  Prescription,"  a  book  on  health  care  reform  that  he  wrote 
with  Dr.  Henry  Aaron  of  the  Brookings  Institution. 

Again,  because  I  want  us  to  spend  as  much  time  on  questioning 
as  possible,  if  you  would  keep  your  comments  to  5  minutes,  I  would 
be  grateful.  All  of  your  statements  are  in  the  record. 

Dr.  Connell,  let's  start  with  you,  sir. 
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STATEMENT  OF  DR.  ALASTAIR  M.  CONNELL,  ASSISTANT  IN- 
SPECTOR GENERAL,  OFFICE  OF  HEALTH  CARE  INSPEC- 
TIONS, DEPARTMENT  OF  VETERANS  AFFAIRS 

Dr.  CoNNELL.  Mr.  Chairman,  it  is  a  privilege  to  be  here  today  to 
discuss  this  issue  and,  specifically,  the  IG  report.  Dr.  Gustis  has  al- 
ready made  reference  to  the  apples  and  oranges  problem  in  these 
comparisons.  We  certainly  agree  with  it. 

VA  hospitals  are  different  from  all  types  of  hospitals,  not  only  be- 
cause of  eligibility,  but  also  because  of  the  older  age  of  veteran  pa- 
tients which  affects  costs,  and  also  the  fact  that  they  are  predomi- 
nantly male.  It  is  both  biologically  and  politically  correct  to  sav 
that  males  are  not  exactly  the  same  as  females  in  respect  of  health 
care.  This  compromises  many  of  the  comparisons  which  exist  be- 
tween VA  hospitals  and  the  private  sector. 

So  we  chose  to  address  this  issue  as  best  we  could  by  trying  to 
compare  apples  with  apples,  and  we  matched  15  pairs,  rather  care- 
fully, of  major  affiliated  VA  hospitals  with  non-VA  counterparts. 
The  similarities  in  these  hospitals — such  as  common  staff,  edu- 
cational responsibilities — affect  the  nature  of  their  practice  and  de- 
livery systems  quite  significantly  and  set  these  facilities  apart  from 
all  other  health  care  institutions  and  make  the  university  hospital 
the  best  match  for  the  affiliated  teaching  VA  hospital.  It  is  not  rea- 
sonable to  compare  a  teaching  VA  hospital  with  St.  Elsewhere  in 
a  the  U.S.  Holiday  Paradise. 

We  chose  to  compare  the  overall  costs  of  the  total  clinical  effort, 
and  in  discussion  we  will  be  happy  to  respond  to  questions  that 
may  arise  around  that  comparison.  To  sample  the  relative  quality 
of  clinical  outcomes,  we  chose  to  look  at  the  observed  mortality  of 

f)atients  65  years  old  and  over,  all  male,  and  also  the  mortality  fol- 
owing  prostate  surgery  in  the  same  matched  pairs.  The  results 
were,  in  fact,  broadly  favorable  to  the  VA  in  terms  of  costs  and  out- 
comes. 

Our  study  concluded  that  the  observed  mortality  for  males  65 
and  over  is  the  same  in  the  VA  and  the  matched  non-VA  university 
hospitals,  and  the  observed  mortality  following  prostate  surgery  is 
also  the  same.  In  respect  of  costs,  the  VA  hospitals  total  operating 
costs  per  unit  of  clinical  effort  was  62  percent  of  those  of  the  uni- 
versity affiliates.  We  also  found  that  comparisons  of  the  private 
sector  and  VA  hospital  performance  based  on  existing  VHA  or 
HCFA  data  are  fraught  with  hazard  and  these  data  bases  have  sig- 
nificant problems  that  are  raised  in  these  comparisons. 

I  want  to  emphasize  we  considered  only  this  convenient  sample, 
15  matched  pairs,  and  we  did  not  make  direct  comparisons  of  VA 
hospitals  with  non university  non-VA  hospitals.  We  did  not  look  at 
the  relative  performance  of  VA  psychiatric  hospitals  or 
nonaffiliated  VA  hospitals,  or  long-term  care  units,  or  other  special 
units.  And  we  did  not  look  at  other  comparisons  of  health  care  indi- 
cators or  outcomes,  some  of  the  things  we've  been  talking  about 
just  now — waiting  times,  patient  convenience  or  satisfaction,  or 
staff  friendliness.  And  we  did  not  compare  the  relative  cost  per  ad- 
mission of  the  VA  hospitals.  Costs  per  admission  are  a  function  of 
length  of  stay  and  of  age,  and  the  VA  patients  in  our  series  were 
older  than  the  patients  in  the  university  hospitals  and  had  longer 
lengths  of  stay.  Failure  to  recognize  these  age  differences  does  con- 
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fuse  comparisons.  The  IG  is  continuing  to  study  these  elements  and 
hopefully  we  will  have  more  to  say  on  this  in  the  near  future. 

Our  methodology  and  the  factors  important  to  it  have*  been  sub- 
mitted in  the  written  testimony  which  you  have,  sir.  Does  the  VA 
provide  cost-efficient  health  care?  I  believe  our  study  provides  yet 
another  indication  that  VA  costs  are  lower  than  in  the  non-Federal 
sector  for  equivalent  hospitals.  All  studies  suffer  from  the  meth- 
odological constraints  in  comparisons  and  have  to  be  hedged  with 
assumptions  and  explanations  and  these  test  the  indulgence  of  re- 
viewers, but  we  will  persist  because  the  VA  hospitals  are  unique. 

I  believe  that  our  original  conclusions  were  perhaps  somewhat 
conservative.  In  the  months  since  the  report  was  published,  I  have 
had  numerous  conversations  with  individuals  who  have  an  interest 
in  this  subject.  While  it  is  still  not  possible  to  be  in  any  sense  pre- 
cise about  the  degree  to  which  VA  hospitals  are  less  costly  tnan 
their  affiliates,  the  consideration  which  seems  to  clinch  the  argu- 
ment about  costs  in  favor  of  the  VA  is  that  VA  hospital  costs  in- 
clude physician  costs.  In  the  non-Federal  sector,  including  for  the 
most  part  university  hospitals,  the  physician  costs  represent  an 
extra  major  cost  not  reported  by  hospitals. 

As  an  example  of  the  extent  of  this.  Medicare  Part  B  adds  an  ad- 
ditional $29  million  in  physician  costs  to  the  $60-odd  billion  in 
Medicare  Part  A.  So  if  one  includes  the  physician  costs,  we  may  be 
looking  at  even  greater  comparisons. 

The  light  is  on,  sir.  Thank  you. 

[The  prepared  statement  of  Dr.  Connell  appears  on  p.  213.] 

Chairman  Rockefeller.  We  will  have  more  time  to  talk. 

Dr.  Kilpatrick. 

STATEMENT  OF  DR.  KERRY  E.  KILPATRICK,  PROFESSOR  AND 
CHAIRMAN,  DEPARTMENT  OF  HEALTH  POLICY  AND  ADMIN- 
ISTRATION, SCHOOL  OF  PUBLIC  HEALTH,  UNIVERSITY  OF 
NORTH  CAROLINA  AT  CHAPEL  HILL 

Dr.  Kilpatrick..  Thank  you,  Mr.  Chairman.  I  appreciate  the  op- 
portunity to  share  my  views  with  the  Committee.  I  understand  that 
the  immediate  task  at  hand  is  to  compare  the  cost  of  providing  care 
in  the  VA  with  the  cost  in  the  private  sector,  and  I  will  suggest 
some  factors  to  be  considered  in  such  comparisons. 

As  the  Committee  is  also  considering  the  broader  issue  of  how 
best  to  provide  and  finance  a  continuum  of  high  quality  care  to  vet- 
erans now  and  in  the  future,  I  will  briefly  address  this  issue  at  the 
end  of  my  remarks. 

The  mission,  either  stated  or  unstated,  clearly  affects  what  VHA 
provides  and  what  it  costs.  As  is  well  known,  the  statutory  mission 
is  to  provide  high  quality  health  care,  educate  health  professionals, 
conduct  research,  and  to  provide  contingency  support  to  the  DOD. 
In  addition  to  that  statutory  mission,  several  powerful  constitu- 
encies have  their  own  goals  tnat  influence  the  organization  and  de- 
livery of  VA  medical  care. 

The  Department's  board  of  directors — that  is,  Congress — has  a 
stake  in  preserving  the  jobs  and  economic  base  the  VAMCs  provide 
in  their  States  and  districts.  The  200,000  VA  employees  have  a 
strong  incentive  to  maintain  the  current  system.  The  veterans' 
service  organizations  seek  to  preserve  the  current  system  as  a  visi- 
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ble  reminder  of  their  Government's  commitment  to  them.  And  the 
health  profession  schools  have  a  stake  in  maintaining  support  for 
the  nearly  100,000  training  positions  and  for  the  research  Dudget. 

The  interplay  of  the  goals  of  these  other  stakeholders  with  the 
formal  mission  creates  special  challenges  for  Congress  and  for  VHA 
managers.  It  also  makes  VA-private  sector  cost  comparisons  espe- 
cially difficult  because  you  must  first  disentangle  the  joint  products 
of  patient  care,  education,  and  research.  In  the  VA,  the  cost  dis- 
tribution reports  can  help  sort  out  which  costs  are  attributed  to 
which  activity;  in  the  private  sector,  no  uniform  cost  reporting  sys- 
tem exists  to  separate  these  joint  product  costs. 

Second,  you  have  to  account  for  the  extra  cost  VA  bears  because 
of  the  DOD  backup  mission.  Private  sector  hospitals  do  not  have 
these  costs,  at  least  to  the  same  extent. 

Third,  you  have  to  account  for  the  difference  in  patient  character- 
istics between  VA  patients  and  private  sector  patients.  Of  course, 
veterans  are  predominantly  male  and  aging.  In  addition,  veterans 
who  use  VA  facilities  tend  to  be  poor,  uninsured,  have  low  health 
status,  have  chronic  conditions,  be  unmarried,  and  lack  community 
support  networks.  In  this  regard,  they  are  more  like  male  Medicaid 
patients.  This  makes  them  more  expensive  to  treat  than  their  vet- 
eran counterparts  who  receive  care  in  private  sector  institutions. 

Fourth,  VA  patients  are  likely  to  receive  a  broader  range  of  serv- 
ice per  stay  than  the  typical  private  sector  patient. 

Fifth,  the  VAMC  hospital  costs  include  physician  costs  not  in- 
cluded in  private  sector  hospitals'  cost.  VAMus  do  not  show  costs 
for  debt,  depreciation,  or  profit,  and  it  is  likely  that  VAMCs  have 
lower  costs  for  billing  and  collections  and  malpractice  insurance. 

This  all  makes  academically  fascinating  the  cost  comparisons  be- 
tween private  sector  institutions  and  VAMCs.  Gross  comparisons 
between  the  VA  and  the  private  sector  will  show  the  VA  to  be  more 
costly  on  a  per  discharge  basis  but  less  costly  per  patient  day. 
When  proper  adjustments  are  made,  the  VA  costs  for  treating  com- 
parable patients  appear  to  be  about  equal  to  the  private  sector  on 
a  per  discharge  basis  and  much  lower  on  a  per  patient  day  basis 
because  of  the  longer  length  of  stay  in  VAMCs.  Recent  analysis  by 
Ted  Stefos  at  the  Bedford  VA  Management  Science  Group  reaches 
similar  conclusions  to  these.  Moreover,  the  rate  of  increase  in  cost 
in  the  VA  appears  to  be  approximately  half  the  rate  of  increase  in 
the  private  sector,  at  least  in  recent  years. 

Now  I  come  to  what  I  think  is  really  the  relevant  question.  VHA 
has  many  characteristics,  as  Dr.  Custis  just  mentioned,  of  a  na- 
tional system  which  would  be  desirable  under  health  care  reform. 
It  operates  under  a  fixed  budget,  has  incentives  for  efficient  use  of 
technology,  integrates  a  broad  range  of  services  in  a  comprehensive 
system  which  spans  prevention  and  outpatient  care,  pharma- 
ceuticals, acute  care,  and  long-term  care.  It  bundles  facility  costs 
and  physicians'  salaries  and  it  promotes  continuity  of  care.  The 
question  to  be  posed  appears  to  me  not  to  be  whether  any  particu- 
lar segment  of  care — ^inpatient,  outpatient,  whatever — ^has  histori- 
cally been  provided  at  the  lower  cost  in  the  VHA  or  in  the  private 
sector,  but  rather,  what  capitated  payment  is  required  from  either 
sector  to  provide  a  given  spectrum  of  high  quality  service  to  a  spec- 
ified veteran  population  in  a  given  service  area? 
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I  understand  that  Frank  Holden  in  the  VA's  Boston  Development 
Center  has  estimated  capitated  rates  for  various  bundles  of  serv- 
ices. It  would  be  of  interest  to  compare  these  to  capitated  rates  in 
the  private  sector  for  the  same  bundles  of  services.  I  think  that  is 
the  relevant  cost  comparison. 

Thank  you,  Mr.  Chairman. 

[The  prepared  statement  of  Dr.  Kilpatrick  appears  on  p.  215.] 

Chairman  Rockefeller.  Thank  you  very  much,  Dr.  Kilpatrick. 

Dr.  Schwartz. 

STATEMENT  OF  DR.  WILLIAM  B.  SCHWARTZ,  DEPARTMENT  OF 
MEDICINE,  UNIVERSITY  OF  SOUTHERN  CALIFORNIA 

Dr.  Schwartz.  Thank  you  for  your  invitation  to  testify  on  the 
issue  of  health  care  costs.  It  is  my  purpose  today,  as  requested  by 
the  Committee  staff,  to  lay  out  the  evidence  which  indicates  that 
neither  managed  competition  nor  any  other  means  of  eliminating 
inefficiency  in  the  health  care  system  will  produce  more  than  a 
brief  and  slight  degree  of  cost  containments.  The  unfortunate  fact 
is  that  only  by  rationing  beneficial  services  can  effective  cost  con- 
tainment be  achieved. 

To  understand  this  conclusion  it  is  necessary  to  examine  the  fun- 
damental flaw  in  virtually  all  policy  efforts  designed  to  contain 
health  care  costs.  The  problem  lies  in  the  failure  of  both  economists 
and  policymakers  to  distinguish  between  strategies  that  cut  the 
current  level  of  spending  versus  those  that  cut  the  rate  of  increase 
in  spending. 

Few  people  are  seriously  worried  about  the  level  of  spending  as 
high  as  it  is.  In  fact,  if  we  could  assure  you  that  the  current  per- 
cent of  GDP  devoted  to  health  care  would  not  increase,  the  issue 
of  medical  costs  would  largely  disappear  from  the  policy  agenda. 
The  real  concern  of  both  legislators  and  the  business  community  is 
the  steady  rise  in  cost — some  6  percent  annually,  inflation  cor- 
rected— a  rise  that  will  double  total  expenditures  every  12  years. 

Yet  virtually  all  cost  containment  efforts  have  been  directed  al- 
most exclusively  toward  the  level  of  spending  and  have  simply  pro- 
duced a  one-time  reduction  in  expenditures  while  little  influencing 
the  rising  costs.  The  elimination  of  unnecessary  care  is  the  most 
striking  example.  Historically,  managed  care  has  achieved  its  cost 
advantage  by  using  some  30  percent  fewer  hospital  days  than  the 
fee-for-service  sector.  This  pool  of  presumably  unnecessary  days 
has  been  the  central  target  of  cost  containment  efforts  since  the 
early  1980s.  The  result  has  been  a  remarkable  reduction  of  over  30 
percent  in  inpatient  days  which  for  a  brief  period  in  the  mid-1980s 
largely  offset  the  underlying  upward  trend  in  costs.  As  a  result  of 
that  attenuation,  many  people  came  to  believe  that  managed  care 
could  solve  the  problem  of  medical  inflation. 

Nothing  could  have  been  further  from  the  truth.  As  each  year 
has  passed,  the  further  savings  in  days  has  shrunk  to  a  little  over 
1  percent  per  year,  and  the  offset  against  the  upward  trend  in  costs 
has  disappeared.  In  1991,  real  hospital  costs  rose  at  an  annual  rate 
exceeding  7  percent.  Even  a  further  cutback  of  15  to  20  percent  in 
days,  which  I  believe  extremely  unlikely,  would  produce  only  a 
small  and  temporary  slowing  of  the  cost  spiral. 


The  same  reasoning  also  applies  to  other  efficiencies  such  as  clos- 
ing underused  hospitals,  eliminating  defensive  medicine,  and  re- 
ducing administrative  costs.  Such  one-time  reductions  would  soon 
be  overwhelmed  by  the  annual  increase  in  real  costs  of  some  $30 
billion  per  year  in  the  acute  care  sector  alone. 

It  thus  seems  clear  that  managed  care  and  managed  competition 
can  have  only  a  marginal  effect  on  rising  costs  so  long  as  they  sim- 
ply focus  on  eliminating  inappropriate  care  and  other  inefficiencies. 
Only  if  large  purchasing  cooperatives  and  networks  are  made  an 
agent  for  rationing  can  they  contribute  eflFectively  to  cost  contain- 
ment. 

This  conclusion  is  convincingly  confirm 

Chairman  Rockefeller.  Can  I  interrupt,  doctor.  It  gets  back  to 
this  question  of  rationing.  You  have  just  said  managed  competition 
and  global  budgeting  will  not  cut  costs  in  the  health  care  system. 

Dr.  Schwartz.  No.  I  said  it  would  produce  a  further  savings  that 
will  be  relatively  small  and  will  be  overwhelmed  by  the  increase  in 
health  care  costs,  the  trend  of  6  percent  increase. 

Chairman  Rockefeller.  But  right  after  that,  I  thought  you  said 
that  they  wouldn't  work  without,  again,  rationing  and  the  idea  of 
less  choice. 

Dr.  Schwartz.  Right. 

Chairman  Rockefeller.  Not  taking  from  your  time,  not  count- 
ing against  you,  is  that  still  OK?  That  is  not  necessarily  a  bad 
thing,  is  it?  I  mean,  when  you  describe  the  word  "rationing,"  is  it 
a  pejorative  word  as  it  affects  veterans  today  or  not? 

Dr.  Schwartz.  It  is  a  pejorative  word  as  it  affects  everyone  in 
the  United  States.  The  fact  of  the  matter  is,  as  my  testimony  goes 
on  to  say,  a  large  fraction,  over  half  of  the  increase  in  costs  which 
we  are  seeing  and  have  seen  for  several  decades,  is  a  function  of 
our  success  as  a  biomedical  research  community.  If  you  look  at 
what  has  happened  in  the  last  20  years,  the  reason  costs  have  be- 
come a  crisis  is  because  we  have  had  hip  replacement,  coronary  by- 
pass graft  and  liver  transplantation,  MRI,  and  CT.  We  are  victims 
of  our  own  success. 

The  key  question  is,  will  we  expect,  should  we  be  looking  forward 
to  a  further  change  in  medicine,  further  technological  revolution 
which  will  continue  to  drive  costs  up  at  this  extremely  rapid  rate? 
The  answer  is,  almost  certainly,  yes. 

Chairman  Rockefeller.  But  did  you  not  use  the  word  "per 
capitated"  at  one  point  in  your  testimony? 

Dr.  Schwartz.  No,  I  don't  think  so. 

Chairman  Rockefeller.  Supposing  there  were  a  per  capitated 
rate,  in  other  words,  a  certain  amount  per  person,  and  we'll  make 
this  per  veteran,  per  nonveteran,  just  for  the  sake  of  the  discus- 
sion. Doesn't  that  then  focus  attention  on  prevention  because — I 
guess  I  am  more  outside  the  VA  system  because  I  am  talking  of 
the  different  various  age  populations— ndoesn't  a  per  capitated  rate 
force  people  to  make  decisions  about  what  saves  in  the  long-term; 
hence,  prevention?  Because  anything  that  exceeds  the  per  capitated 
rate  will  be  eaten  by  the  hospital,  whether  it  is  a  VA  hospital  or 
a  non-VA  hospital,  or  by  the  physician  for  that  matter.  The  per 
capitated  rate  enforces  priorities  and  enforces  rational  medical  de- 
cisionmaking. I  am  asking  your  opinion. 
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Dr.  ScJTWARTZ.  I  understand  what  vou  are  saying.  Let  me  take 
the  specific  examples  of  the  last  2  weeks  to  illustrate  the  point  that 
I  am  making.  Within  the  last  2  weeks,  the  following  new  things 
have  come  on  the  scene.  A  new  drug  for  the  treatment  of  Alz- 
heimer's called  Tacrin  which  will  have  a  marginally  beneficial  ef- 
fect but  will  not  be  curative,  and  which  will  probably  cost  $1  billion 
a  year  or  more.  There  is  now  recent  evidence  that  angioplasty  in 
the  middle  of  a  heart  attack  can  sharply  reduce  the  incidence  of 
death  firom  heart  attacks.  That  could  add  several  billion  dollars  a 
year  to  our  costs  if  we  implement  that.  There  is  a  new  drug  called 
Interferon  which  proves  to  be  marginally  effective  in  multiple  scle- 
rosis. There  is  a  new  technique  with  MRIs  which  allows  one  to  vis- 
ualize nerves  in  people  with  back  pain  or  neck  pain.  Each  of  these 
changes,  all  announced  within  the  last  several  weeks,  could  add  $1 
billion  or  more  to  the  nation's  health  care  bill. 

It  is  true  that  if  we  put  a  budget  limit  on,  we  will  be  forced  to 
make  decisions.  Those  decisions  in  no  small  part  will  be  whether 
or  not  we  can  afford  to  use  these  techniques  as  they  constantly 
come  on  stream. 

Over  the  last  several  months,  I  have  been  looking  at  what  the 
future  holds  in  terms  of  molecular  biology.  I  grew  up  a  little  too 
early  in  the  game  to  really  have  been  exposed  to  the  fundamental 
advances  in  genetics  and  molecular  biology  that  are  going  on  now 
and  I  have  been  retooling  and  tutoring  myself  and  talking  to  my 
colleagues  about  what  the  future  holds.  It  is  stunning,  it  is  won- 
drous. We  are  going  to  see  a  change  in  medical  care  which  will 
make  everything  that  has  gone  before  simply  prelude.  We  are  going 
to  have  very  specific  drugs  which  are  very  expensive  that  can  inter- 
vene in  the  treatment  of  cancer,  which  will  not  be  curative  but 
which  are  likely  to  extend  life,  as  AZT  extends  the  life  of  patients 
with  AIDS.  These  drugs  are  therefore  likely  to  impose  very  heavy 
further  costs  of  care  on  society — ^not  just  the  drug  itself,  but  be- 
cause venr  sick  people  will  live  longer. 

All  of  those  forces  are  at  play.  If  we  put  a  budget  cap  on,  we  cer- 
tainly can  make  the  decisions  that  will  allow  us  to  remain  within 
that  budget  cap,  but  what  I  am  suggesting  is  that  there  is  such  an 
explosion  of  new  technology  coming  along  that  a  few  billion  dollars' 
savings  from  defensive  medicine,  or  from  cutting  administrative 
costs,  while  it  can  offset  the  rise  for  a  bit  of  time,  it  can't  solve  the 
problem.  If  we  saved  $50  billion  from  cutting  administrative  costs, 
$5  or  $10  billion  from  reducing  defensive  medicine,  another  $5  or 
$10  or  $15  billion  from  eliminating  unnecessary  care,  if  we  got  up 
to  $75  billion,  what  would  that  do  for  us?  Health  care  costs  in  real 
terms  are  increasing  at  a  rate  of  about  $50  billion  a  year  in  infla- 
tion-corrected real  costs  so  that  a  $75  billion  saving  would  offset 
the  rise  for  only  IV2  years. 

The  dilemma  is  that  in  the  aggregate  when  you  achieve  these 
one-time  cuts,  you  can't  repeat  them.  When  you  stack  them  against 
the  rate  of  increase,  it  becomes  clear  that  unless  we  do  something 
about  the  rate  of  increase  we  are  not  going  to  contain  health  care 
costs.  And  the  only  way  we  are  going  to  be  able  to  do  that  is  to 
set  some  kind  of  limits,  as  you  suggested.  Senator.  But  that  is  not 

foing  to  be  a  painless  process;  it  means  a  decision  to  forego  various 
inds  of  valuable  care. 
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Chairman  Rockefeller.  OK  See,  that  casts  budget  controls  in 
a  bad  hght,  in  the  sense  that  if  decisions  have  to  be  made,  there 
will  be  medical  opportunities  that  will  be  foregone.  I  have  spent 
what  seems  like  a  life  time  now  going  into  neonatal  intensive  care 
units,  in  every  city  I  go  to — we're  off  VA  for  a  minute  and  I  apolo- 
gize. What  drew  me  to  that  was  the  medical  technology  and  the  in- 
credible extension  or  preservation  of  life  for  a  baby  who  was  a 
pound  and  a  half,  2  pounds,  23  weeks  I  think  they  are  now  down 
to  working  on.  As  I  do  it  more  often,  I  am  beginning  to  think,  is 
this  really  worthwhile?  Is  this  technology  giving  us  productive  citi- 
zens? From  whom  is  it  taking  money? 

So  in  a  sense,  if  you  talk  about  rationing  or  fewer  choices,  you 
also  have  to  talk  what  happens  if  we  don't  do  something  which  con- 
trols costs  because  then  the  entire  system  is  going  to  implode  and 
crush  the  country,  every  family,  crush  us  all.  Unless  you  just  are 
willing  to  keep  on  borrowing  money  and  running  up  the  national 
deficit,  at  some  point  controls  have  to  be  there. 

What  I  am  searching  for  is  a  way  that  will  enable  the  medical 
profession  to  deliver  health  care  properly,  fairly,  within  that  con- 
straint; and  also  a  way  that  the  American  people  can  accept.  The 
American  people  believe  basically  that  you  can  solve  the  whole 
health  care  problem  simply  by  denying  doctors  profits,  denying 
pharmaceuticals  profits,  denying  insurance  profits,  and  denying 
hospitals  profits.  Eighty  percent  plus  believe  that.  That  happens  to 
be  wrong;  that  is  not  the  right  answer  to  curing  the  health  care 
problem. 

But  this  question  of  constraint  is  very  troubling  to  me.  You  both 
talk  about  the  possibilities  of  technology,  and  then  you  come  right 
back  and  say  it  will  drive  us  out  of  business,  because  it  will  pre- 
vent other  good  things  from  happening.  It  is  very  troublesome  to 
me. 

Dr.  Schwartz.  You  lay  out  the  problem  with  great  clarity  and 
precision.  As  a  physician 

Chairman  Rockefeller.  I  apologize  to  the  rest  of  the  panel.  You 
can  chime  in  too.  We  haven't  heard  from  Dr.  Lipscomb  yet,  but 
think  how  anxious  he'll  be  when  he  gets  to  it.  [Laughter.] 

Dr.  Schwartz.  I  won't  read  the  rest  of  my  testimony,  I  promise 
you  that.  As  a  physician,  10  or  15  years  ago  on  the  wards,  making 
rounds,  I  carried  out  every  test  and  treatment  regardless  of  cost 
until  there  was  nothing  else  we  could  do.  And  I  taught  every  medi- 
cal student  and  physician  who  trained  with  me  that  was  the  right 
way  to  practice.  My  patients  then  and  now  would  expect,  if  I  were 
to  be  active  as  a  practitioner  at  this  moment,  they  would  expect 
that  we  go  on  until  there  is  nothing  more  to  be  done. 

We  could  do  that  without  breaking  the  bank  15  or  20  years  ago 
because  there  wasn't  as  much  that  we  could  do.  The  difference  now 
is  that  there  are  more  and  more  things  we  can  do.  And  if  the  phi- 
losophy is  to  go  on  until  there  is  nothing  more  we  can  do,  that  is 
a  very  expensive  option  and  society  has  to  decide  whether  it  wants 
to  exert  that  option  or  not.  As  a  physician,  I  would  like  to  pursue 
the  same  philosophy  as  we  have  historically.  As  a  policy  analyst, 
wearing  my  analyst's  hat,  I  would  say  society  is  at  a  crossroads. 

We  have  a  choice.  If  we  want  to  do  everything  for  everybody  that 
is  useful,  we  are  going  to  have  to  pay  the  price.  And  regardless  of 
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any  efficiencies,  the  technological  revolution  is  going  to  drive  that 
price  up.  If  we  mean  business  about  cost  containment,  we  have  to 
set  limits  and  that  means  choices.  And  those  choices  don't  mean  ar- 
bitrarily giving  up  valuable  care;  it  means  you  take  the  lowest-ben- 
efit care  provided  by  every  technology,  the  least  valuable,  and  you 
give  it  up  so  that  you  sacrifice  the  least  medical  benefits  and  get 
the  maximum  return  on  every  dollar  invested. 

Chairman  Rockefeller.  So  in  a  sense,  there  is  cm  enormous 
moral  imperative  both  on  exercising  cost  controls  and  on  not  exer- 
cising cost  controls;  because  either  way,  some  part  of  our  popu- 
lation or  some  patients  are  going  to  get  squeezed  out,  either  be- 
cause the  costs  run  out  and  nobody  can  aflrord  it  anymore,  or  the 
svstem  collapses — the  hospital  goes  under — or  for  the  other  reason 
that  we  ration  or  whatever.  You  can't  do  it  all. 

Dr.  Schwartz.  That  is  exactly  right.  It  is  a  Hobson's  choice  and 
my  feeling  is  that  if  we  think  that  under  a  budget  limit  that  con- 
straint is  going  to  occur  painlessly,  then  I  believe  we  are  not  letting 
the  American  public  know  what  is  reallv  going  to  happen.  It  is  a 
real  tough  issue  and  I  think  it  is  time  tnat  we  faced  up  to  the  re- 
ality that  the  crisis  we  have  here  is  the  crisis  of  our  own  success 
as  a  biomedical  research  community. 

If  you  were  to  freeze  medical  care  at  its  current  level,  if  you  want 
to  tax  away  and  discourage  every  activity  which  will  produce  new 
technology,  if  you  wanted  to  get  rid  of  the  NIH  entirely — all  of 
which  I  heartily  oppose,  I  am  not  Suggesting  that  as  a  possibility — 
we  could  take  care  of  this  problem.  Nobody  wants  that  and  yet,  if 
we  go  on  the  way  we  are,  we  face  this  Hobson's  choice  and  this  ter- 
rible dilemma  that  you've  just  outlined  so  well. 

Chgiirman  Rockefeller.  I  think  you  have  also  responded  to  it 
extremely  well.  You  take  into  your  tnought  process  the  denial,  the 
morality,  the  cost,  all  of  it.  There  really  is  no  perfect  answer.  Of 
course,  the  answer  is  that  we  have  to  come  up  with  an  answer  one 
way  or  another.  We  have  no  choice.  We  can't  keep  posing  the  prob- 
lem or  the  balance  of  the  problem  and  then  not  answer  it.  This 
year  we  are  going  to  have  to  answer  it. 

Dr.  Schwartz.  That's  exactly  right.  I  just  want  to  say  one  more 
quick  thing.  MRIs  are  a  wonderful  example  of  the  problem.  If  we 
have  people  with  a  head  injury  where  there  is  a  chance  they  have 
a  clot  on  their  brain  and  we  do  an  MRI,  the  return  on  that  $1,000 
investment  is  enormous.  It  is  very  likely  we  will  find  something 
that  we  identify  where  the  clot  is,  very  and  we  then  have  a  simple 
surgical  procedure  to  cure  it.  But  if  we  do  tens  of  thousands  of 
MRIs  on  people  who  have  had  some  headaches  and  some  dizziness 
without  any  neurological  findings,  it  turns  out  that  perhaps  1  in 
2,000  of  those  people  will  prove  to  have  a  serious  curable  lesion  like 
an  aneurism,  a  weak  spot  in  a  vessel  in  the  brain.  That  means  $2 
million  per  case  discovery  versus  $1,000  or  $2,000  per  case  discov- 
ery with  a  head  injury. 

The  kind  of  issue  we  face  is  not  simply  getting  rid  of  unnecessary 
care,  but  what  do  we  do  about  care  which  has  a  small,  very  small, 
finite  probability  of  helping  but  is  very  expensive?  And  as  we  begin 
to  set  limits,  we  will  be  forced  to  cut  into  that  kind  of  care  and  the 
tighter  the  limit  is  the  more  we  have  to  move  up  the  curve  in  terms 
of  giving  up  care  which  has  a  slightly  greater  probability  of  help- 
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ing.  And  with  the  constant  explosion  of  new  technologies,  those  is- 
sues will  confront  us  as  a  medical  profession  and  as  a  society  more 
and  more  frequently. 

[The  prepared  statement  of  Dr.  Schwartz  appears  on  p.  222.] 
Chairman  Rockefeller.  The  now  famous  Dr.  Lipscomb.  [Laugh- 
ter.] 

STATEMENT  OF  DR.  JOSEPH  LIPSCOMB,  ASSOCIATE  PROFES- 
SOR  OF  PUBLIC  POLICY  STUDIES  AND  COMMUNITY  AND 
FAMILY  MEDICINE,  DUKE  UNIVERSITY 

Dr.  Lipscomb.  Mr.  Chairman,  I  am  an  economist  by  training 
whose  research  over  the  years  has  focused  on  a  number  of  topics 
related  to  health  care  program  evaluation,  including  health  man- 
power productivity. 

In  July  1989,  I  became  Staff  Director  of  the  Institute  of  Medi- 
cine's "VA  Physician  Requirements  Study,"  a  large-scale  effort  re- 
quested and  funded  by  the  Department  of  Veterans  Affairs.  The 
lOM  Committee  conducting  the  study  interpreted  its  charge  as  fol- 
lows: to  develop  a  sound  methodology  for  estimating  the  number  of 
physicians,  by  specialty  grouping,  required  for  the  efficient  delivery 
of  high  quality  physician  services  in  all  programs  and  facilities  op- 
erated by  the  Veterans  Health  Administration. 

Mr.  Chairman,  I  appreciate  the  opportunity  of  discussing  with 
you  today  the  key  findings  and  some  of  the  implications  of  the  lOM 
study  that  bear  directly  on  the  question  of  how  VA  can  provide 
high  quality  physician  services  at  reasonable  cost.  The  19-member 
lOM  Committee,  headed  by  Dr.  David  Challoner  of  the  University 
of  Florida,  has  submitted  to  VA  a  two-volume  report  consisting  of 
the  committee  report  proper  and  supplementary  papers  containing 
the  reports  of  the  committee's  11  advisory  panels. 

Based  on  these  documents,  it  should  be  made  clear  at  the  outset 
that  the  committee's  principal  task  was  to  develop  and  test  a  new 
methodology  for  determining  VA  physician  staffing  requirements. 
The  lOM  Committee  did  not  consider  its  charge  to  include  deter- 
mining whether  VA  had  too  many  physicians  or  too  few  physicians. 
Nonetheless,  in  the  process  of  testing  the  methodology  at  three, 
and  in  one  case,  four,  selected  VA  medical  centers,  several  of  the 
advisory  panels  found  striking  differences  between  current  VA 
staffing  levels  and  the  levels  prescribed  by  the  methodology  itself. 
We  will  illustrate  a  few  of  these  in  a  moment. 

Now  let  me  briefly  summarize  the  component  parts  of  tlie  meth- 
odology. 'To  determine  the  physician  staffing  required  to  handle  the 
workload  of  interest  in  a  given  instance,  the  VA  decisionmaker 
would  proceed  as  follows: 

First,  using  statistical  models  estimated  from  physician  practice 
data  available  directly  in  the  VA  system,  derive  an  empirically 
based  estimate  of  the  number  of  pnysicians  required  to  handle 
workload. 

Next,  derive  an  expert  judgment  based  estimate  of  the  number 
of  physicians  required  to  handle  that  workload,  using  one  of  the 
new  consensus  development  methods  that  the  lOM  Committee  con- 
structed. 

Next,  to  the  extent  feasible,  use  staffing  norms  that  are  external 
to  VA  to  estimate  the  physicians  required  to  handle  that  workload. 
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These  staffing  norms  may  come  from  DOD,  from  the  Indian  Health 
Service,  from  Kaiser  Permanente,  or  other  places  in  the  private 
sector. 

Finally,  once  these  alternative  physician  staffing  estimates  have 
been  assembled,  analyze  them  comparatively  and  critically  through 
an  administrative  process  which  we  called  the  "reconciliation  strat- 
egy" 

When  the  components  of  this  methodology  were,  in  fact,  field 
tested  at  the  selected  VAMCs  using  fiscal  year  1989  data,  certain 
broad  trends  did  emerge.  In  all  specialty  and  clinical  program 
areas  except  internal  medicine  and  laboratory  medicine,  the  expert 
judgment  approaches  indicated  that  current  staffing  levels  were 
not  adequate.  A  similar  trend  in  fact  did  not  emerge  with  the  em- 
pirically based  approaches — and  perhaps  this  should  not  be  sur- 
prising since  these  empirically  based  models  were  estimated  from 
data  reflecting  current  medical  practice  inside  the  VA  now. 

To  review  a  prominent  case  in  point,  consider  the  results  derived 
by  the  psychiatry  panel.  At  one  VA  medical  center  known  to  have 
a  very  strong  affiliation  relationship  with  its  neighboring  medical 
center,  actual  psychiatry  staffing  in  fiscal  year  1989  was  17.2  phy- 
sicians; the  expert  judgment  approaches  prescribed  a  range  of  psy- 
chiatry staffing  from  31.5  to  37.7;  and  the  empirically  based  models 
prescribed  a  range  of  staffing  from  17.2  to  19.7.  At  another  affili- 
ated VA  medical  center,  also  with  a  strong  affiliation  relationship, 
these  same  types  of  disparities  emerged.  And  indeed  such  dispari- 
ties between  actual  psychiatry  staffing  and  the  staffing  levels 
called  for  by  the  expert  judgment  approaches  were  even  more  pro- 
nounced at  two  other  VA  medical  centers  which  are  not  classified 
as  affiliated. 

Trends  broadlv  similar  to  these  were  found  also  by  the  lOM 
Committee  panels  examining  staffing  in  the  specialties  of  anesthe- 
siology, diagnostic  radiology,  neurology,  nuclear  medicine,  radiation 
oncology,  rehabilitation  medicine,  and  surgery.  Also  these  dispari- 
ties were  found  in  the  clinical  programs  areas  of  ambulatory  care 
and  long-term  care. 

Now,  in  keeping  with  its  principal  charge,  which  was  methodol- 
ogy development,  the  lOM  Committee  decided  not  to  render  in  the 
final  analysis  a  quantitative  judgment  about  the  adequacy  of  cur- 
rent VA  staffing  in  the  aggregate.  However,  the  committee  did  con- 
clude the  following.  A  close  reading  of  its  advisory  panels'  final  re- 
ports and  their  meeting  transcripts  reveals  a  recurrent  theme, 
enunciated  in  qualitative  terms:  in  most  specialties  and  clinical 
program  areas,  VA  currently  has  too  few  physicians  in  the  aggre- 
gate; in  no  case  does  it  have  too  many.  Moreover,  the  panel  conclu- 
sions, emerging  after  months  of  careful  deliberation,  bear  sufficient 
policy  significance  to  warrant  immediate  investigation  by  VA. 

The  proposed  staffing  methodology  provides  the  means  to  do  this. 
Specifically,  the  reconciliation  strategy  should  be  applied  across  the 
VA  system  to  determine  which  specialties  and  which  programs  in 
which  medical  centers  are  significantly  understaffed  at  the  mo- 
ment. At  a  select  sample  of  these,  VA  should  provide  the  additional 
resources  to  bring  physician  staffing  levels  up  to  the  recommended 
targets.  Then  the  effect  of  these  staffing  increases  on  indicators  of 
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access,  quality,  and  the  cost  of  care  should  be  formally  evaluated 
over  time. 

Perhaps  more  than  any  other  health  delivery  system  in  this 
country,  VA  has  the  resources  and  the  analytical  expertise  to  con- 
duct the  sophisticated  types  of  outcome-oriented  health  services  re- 
search required  here.  If  VA  adopts,  and  the  adapts  as  needed,  the 
proposed  methodology  from  the  lOM,  the  quality  of  its  physician 
staffing  decisions  should  improve  over  time  and  so  should  the  qual- 
ity of  VA  health  care. 

Thank  you,  Mr.  Chairman. 

[The  prepared  statement  of  Dr.  Lipscomb  appears  on  p.  223.] 

Chairman  Rockefeller.  Thank  you.  That  was  excellent. 

Let  me  start  with  you.  Dr.  Kilpatrick.  Both  you  and  Dr.  Connell 
indicate  that  one  major  difference  between  VA  and  university  fa- 
cilities' costs  results  from  the  fact  that  VA  facilities  have  consider- 
able lower  expenses  for  insurance  billing  and  collecting.  How  might 
that  change  if  VA  were  authorized  to  compete  with  non-VA  provid- 
ers? 

Dr.  Kilpatrick.  Senator,  clearly  it  already  is  changing  with  the 
cost  recovery  program  that  was  mentioned  earlier.  I  think  the  num- 
ber is  something  like  $800  million  that  was  recovered  this  last  fis- 
cal year.  I  suspect  that  as  the  systems  merge  closer  together,  they 
will  begin  to  look  more  like  one  another  and  those  cost  differentials 
will  start  to  disappear.  So  it  would  be  likely  to  assume  that  as  the 
mission  in  the  VA  is  expanded  to  include  billing  and  collections,  VA 
administration  costs  will  increase.  How  much,  I  can't  say  but  I 
think  the  VA  costs  would  rise  closer  to  where  the  private  sector  is. 
Alternatively,  if  we  streamline  the  billing  and  collections  process  by 
form  simplification  and  so  forth  in  the  private  sector,  we  would 
hope  that  those  would  begin  to  decline. 

Chairman  Rockefeller.  Which  is  what  we'll  do,  right? 

Dr.  Kilpatrick.  That's  good. 

Chairman  Rockefeller.  I  mean  single  form  for  all.  That  would 
also  affect  VA,  wouldn't  it? 

Dr.  Kilpatrick.  Absolutely.  I  don't  have  a  percentage  number  for 
you,  but  I  expect  that  they  are  coming  closer  together. 

Dr.  Connell.  The  only  thing  I  would  add  to  that  is  that  I  was 
on  the  other  side  of  the  fence  in  Academe  and  that  was  one  of  the 
major  factors  affecting  the  costs  of  a  university  hospital.  It  amount- 
ed to  about  20  percent.  It  is  an  enormous  factor. 

Chairman  Rockefeller.  Speaking  personally,  I  really  think  that 
is  something  that  is  going  to  happen  that  will  surprise  experts  and 
particularly  people  who  are  physicians  and  work  in  hospitals,  who 
don't  believe  that  Government  can  ever  cause  anything  to  get  bet- 
ter but  only  worse.  I  think  that  is  one  thing  we're  going  to  surprise 
them  on  is  an  enormous  reduction  in  the  amount  of  paperwork, 
which  is  really  quite  easy  to  do.  If  you  set  your  mind  to  do  it,  it 
is  quite  easy  to  do. 

Dr.  Lipscomb,  you  are  an  expert  on  physician  services.  Could  you 
explain  briefly  how  VA  physician  staffing  and  payment  for  physi- 
cian services  differs  from  that  of  non-VA  facilities?  I  know  that  you 
talked  about  this  in  your  testimony,  but  it  bears  expanding.  Sec- 
ond, assuming  that  the  President  moves  forward  with  a  managed- 
competition-under-global  budget  plan  for  national  health  care  re- 
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form,  do  you  think  that  non-VA  physician  staffing  and  payments 
methods  will  become  more  or  less  like  current  VA  practices? 

Dr.  Lipscomb.  Let  me  try  to  address  the  first  question  briefly, 
which  was,  if  I  recall,  the  question  of  how  current  VA  staffing  lev- 
els are  set  and  how  services  are  paid  for.  The  lOM  Committee 
spent  just  a  modest  amount  of  time  trying  to  determine  how  cur- 
rent staffing  levels  are  set.  First  of  all,  most  VA  physicians  are  sal- 
aried and  are  employed  by  the  VA.  This  differs  substantially  from 
most  private  sector  systems  in  which  physicians  are  not  typically 
paid  on  a  salaried  basis.  So  we  have  that  immediate 

Chairman  Rockefeller.  How  would  a  VA  salaried  physician 
compare,  for  example,  to  a  managed  care  salaried  physician  or  an 
HMO  salaried  physician? 

Dr.  Lipscomb.  In  some  ways  they  may  compare  quite  favorably 
in  the  sense  that  they  are  going  to  be  receiving  tvpically  a  set 
amount  of  dollars  for  a  set  number  of  hours  put  in  for  care.  So  in 
some  sense,  the  incentives  in  these  systems  will  be  the  same.  One 
difference,  however,  is  that  many  physicians  in  managed  care  ar- 
rangements, including  HMOs,  benefit  financially  when  the  costs  of 
medical  care  are  held  in  check.  This  might  be  accomplished  by 
economizing  on  the  resources  devoted  to  whatever  case  mix  of  pa- 
tients presents  for  treatment — or  by  systematically  working  to  at- 
tract a  mix  of  patients  that  is  relatively  less  costly  to  treat.  By  con- 
trast, because  VA  physician  salaries  are  not  linked  to  profit  mar- 
gins, they  do  not  have  a  "pure  financial"  incentive  to  regulate  the 
volume  of  care,  alter  its  case  mix,  or  limit  the  resource  intensity 
of  care  for  a  given  patient. 

Chairman  Rockefeller.  OK  Again,  on  to  the  global  budgeting 
and  the  managed  competition. 

Dr.  Lipscomb.  These  issues  I  should  emphasize  that  the  lOM 
Committee  did  not  address  in  its  own  deliberations.  I  would  specu- 
late though  that  if,  in  fact,  the  Nation  moved  to  a  globally  budgeted 
situation,  that  the  types  of  physician  staffing  decisions  that  are 
made  now  in  the  VA  could  well  emerge  in  the  private  sector  as 
well.  And  I  might  add,  speaking  more  in  connection  to  the  lOM 
Committee's  work,  that  the  types  of  physician  staffing  policies  that 
this  Committee  espoused  could  work  very  well  in  the  private  sector 
in  a  globally  budgeted  context. 

The  question — whether  posed  in  the  VA  or^the  private  sector — 
is  how  many  physicians  are  required  to  deliver  good  quality  patient 
care  to  a  given  flow  of  patients?  That  is  the  type  of  decision  that 
the  VA  medical  center  has  to  resolve;  it  is  also  the  type  of  decision 
an  HMO  has  to  resolve;  it  is  the  type  of  decision  any  globally  budg- 
eted type  of  health  care  system  would  have  to  resolve.  The  dollars 
are  fixed;  the  question  is,  how  should  we  allocate  the  implied  level 
of  manpower  to  programs  in  ways  consistent  with  good  quality 
care. 

Chairman  Rockefeller.  OK. 

Dr.  Connell.  I  wonder,  sir,  if  I  could  comment  on  that? 

Chairman  Rockefeller.  Please. 

Dr.  Connell.  In  our  15  pairs,  the  average  number  of  physicians 
in  the  university  hospitals  was  550;  that's  clinical  faculty  only,  not 
basic  science  faculty.  The  average  number  in  the  VA  was  108.  Now 
108  are  included  in  the  550  and  the  550  have  some  other  respon- 
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sibilities  that  the  VA  faculty  have.  But  the  real  ratio  is  probably 
about  3  to  1.  That,  to  an  extent,  I  think  relates,  in  part  at  least, 
to  the  need  in  the  universities  to  make  sure  that  every  conceivable 
clinical  aspect  of  the  care  has  been  provided,  partly  for  defensive 
medicine,  partly  for  a  greater  focus  on  teaching.  But  the  different 
ratio  is  significant. 

I  would  like,  if  I  may,  to  comment  on  what  Dr.  Schwartz  said. 
I  think  he  is  right  on  target  here  about  costs.  But  there  is  another 
issue  and  I  come  to  this  in  the  fact  that  I  spent  15  years  practicing 
in  the  United  Kingdom;  I  came  to  the  United  States.  Even  back 
then,  which  was  over  20  years  ago,  I  regret  to  say,  there  was  a 
major  difference  in  the  practice.  In  the  United  Kingdom,  I  found 
out  how  to  be  a  much  better  bedside  clinician  using  my  five  senses, 
my  unaided  five  senses.  It  was  easier  in  the  United  States  because 
there  were  all  these  goodies  out  there  that  would  assist  the  diag- 
nosis. I  am  not  sure  I  was  a  better  physician  in  the  United  States 
than  I  was  in  the  United  Kingdom. 

Chairman  Rockefeller.  That's  interesting.  In  other  words,  your 
intuitive  antennae  were  perhaps  dulled  by  all  this  panoply  of 

Dr.  CoNNELL.  I  think  it  is  true. 

Chairman  Rockefeller.  That's  very  interesting.  I  have  never 
heard  anybody  say  that. 

Dr.  CONNELL.  I  think  increasingly  dulled.  And  if  we  look  at  what 
is  happening  in  medical  education,  physical  diagnosis,  which  used 
to  be  the  basis  of  medical  practice,  is  now  a  very  limited  course  in 
many  universities,  usually  taught  in  models,  machines  talking  to 
machines.  The  art  of  clinical  medicine  I  think  has  deteriorated,  in 
part,  because  of— let  me  give  you  just  one  example. 

It  is  pretty  easy  to  diagnose  pulmonary  pressure  from  looking  at 
the  neck  veins.  A  good  clinician  can  get  a  pretty  accurate  answer 
quite  well.  But  most  clinicians  rush  to  do  a  pulmonary  wedge  pres- 
sure using  a  catheter;  one  costs  just  the  amount  of  time  that  he 
spends  looking  at  the  patient,  the  other  costs  a  lot  of  dollars.  There 
is  example  after  example.  And  one  of  the  keys  of  return  to  better 
medical  education  and,  in  the  long  term,  one  of  the  keys  to  reduc- 
ing costs  is  to  look  at  what  the  universities  are  doing  and  the  medi- 
cal schools  are  doing. 

Chairman  Rockefeller.  That's  for  sure.  In  fact,  for  you.  Dr.  Kil- 
patrick,  there  is  a  great  irony  then,  isn't  there,  in  the  sense  that 
the  Government,  on  the  one  hand,  is  saying  with  resource-based 
relative  value  scale  that  we  wish  to  reward  you  for  cognitive  judg- 
ment. Forty-five  minutes  spent  with  an  11-year-old  boy  trying  to 
find  out  what  is  wrong  with  him  has  a  cognitive  value  which  is  at 
least  equal  to  20  minutes  of  an  ophthalmologist  doing  technology 
which  he  does  25  times  a  day  without  really  much  cognitive 
thought,  on  the  one  hand.  But  on  the  other  hand,  through  graduate 
medical  education  and  indirect  medical  expenses  and  through  the 
culture  of  medical  schools,  which  would  also  presumably  affect  phy- 
sicians in  the  VA  system — and,  actually,  that  is  a  good  question, 
does  it  affect  them  for  the  better  or  worse — we're  saying  go  tech- 
nology, go  on,  go  do  it.  So  we  are  saying  two  different  things  at  ex- 
actly the  same  time  and  funding  both  at  exactly  the  same  time. 
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Dr.  CoNNELL.  And  now  we  have  a  generation  of  teachers  who 
have  been  trained  in  technological  medicine.  And  so  turning  this 
around  is  not  going  to  be  easy  at  all. 

Chairman  Rockefeller.  Yes.  Interesting. 

Dr.  KiLPATRlCK.  There  is  another  issue  that  I  think  we  could  try 
to  disentangle  here,  and  that  is  that  the  incentives  for  the  salaried 
physician  are  much  different  than  the  fee-for-service  physician  in 
ordering  some  of  these  tests,  particularly  those  physicians  who 
might  have  a  proprietary  interest  in  the  facilities  through  which 
they  are  ordering  the  various  testing  procedures. 

Chairman  Rockefeller.  Self-referral. 

Dr.  KiLPATRiCK.  Yes.  I  would  hope  in  health  systems  reform  that 
these  issues  would  be  taken  into  account  as  well.  I  think  the  VA 
might  be  a  laboratory  to  kind  of  tease  out  those  differences  be- 
tween the  salaried  physicians  and  the  nonsalaried  and  how  they 
order  various  procedures. 

Chairman  Rockefeller.  That  brings  up-;-and  I'm  supposed  to 
be  asking  questions  that  I  meant  to  be  asking  and  I'm  not  doing 
it,  and  my  staff  director  is  getting  impatient  with  me.  [Laughter.] 

But  what  is  the  effect,  if  you  say  100,000  medical  students  go 
through  the  VA  experience,  is  it  one  which  leads  them  or  influences 
them  in  any  way  more  toward  technology,  more  toward  patient 
care,  cognitive  intensity,  or  what? 

Dr.  Connell.  In  my  other  duties  in  the  IG's  office,  I  guess  our 
major  concern  about  care  in  the  VA  is  the  absence  particularly  in 
the  academic  hospitals  of  primary  care  physicians. 

Chairman  Rockefeller.  I'm  not  talking  to  that.  That  we  agree 
with.  But  then  they  have  their  experience  with  the  VA  system. 
Does  that  system  help  to  go  against  the  peer  pressure  and  all  the 
rest  of  it  which  they  are  receiving  in  medical  school,  or  does  it  en- 
courage it? 

Dr.  Connell.  I  would  have  thought  that  the  impact  of  the  VA 
is  not  all  that  different  from  the  impact  of  the  university  hospital 
in  terms  of  the  emphasis  and  the  values  that  the  students  obtain. 
They  are  both  practicing  technological  medicine. 

Dr.  KiLPATRlCK.  I  expect  that  the  gate  swings  in  the  other  direc- 
tion. Senator,  that  the  faculty  in  the  medical  school  who  are  super- 
vising the  residents  probably  influences  more  the  way  the  care  is 
practiced  in  the  VA  than  the  VA  does  in  the  way  the  medical  resi- 
dents perceive  what  they  should  be  doing. 

Chairman  Rockefeller.  Well,  then,  that's  interesting  also. 

Yes,  sir? 

Dr.  Lipscomb.  Mr.  Chairman,  I  was  just  going  to  comment  on 
some  aspects  of  the  lOM  study  that  bear,  I  think,  on  your  question. 
We  had  a  panel  that  was  charged  expressly  with  looking  at  the  af- 
filiation relationships  between  the  VA  and  the  major  academic 
medical  centers  as  they  exist  and  as  they  mi^ht  exist,  and  second, 
a  separate  panel  looking  at  the  relationship  of  physicians  and 
nonphysician  practitioners  in  terms  of  what  roles  they  should  play. 

And  one  of  the  important  results  fi-om  the  analysis  of  affiliations 
is  the  recognition  that  most  of  these  relationships  connect  a  VA 
medical  center  with  a  major  academic  medical  center  across  the 
street,  and  that  means  that  the  training  of  residents  in  most  VAs 
continues  to  have  a  high-tech  orientation.  And  the  affiliations  panel 
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endorsed  that  from  the  standpoint  of  promoting  good  quaHty  care, 
in  a  technical  sense.  It  also  recognized  that  there  were  a  number 
of  VAs  located  away  from  these  academic  medical  centers  that  do 
not  have  this  same  exposure  to  cutting-edge  medicine — and  neither 
do  the  residents  who  are  trained  there. 

However,  as  the  case  mix  of  the  VA  moves  more  and  more  to- 
ward chronic  care,  ambulatory  care,  and  long-term  care,  the  nature 
of  the  affiliation  relationship  itself  perhaps  needs  to  be  rethought. 
The  affiliation  needs  to  stress  these  forms  of  primary  care,  and  pro- 
vide the  appropriate  mentors  for  young  physicians  in  the  VA,  so 
that  once  their  training  is  done  thev  will  be  able  and  willing  to  pro- 
vide basic  primary  care  to  both  VA  patients  and  non-VA  patients. 

Chairman  Rockefeller.  Very  much  so.  I  really  agree  with  that 
because  what  you  are  saying,  all  of  you,  is  increasingly  disturbing. 
VA  doesn't  practice  exactly  the  same  kind  of  medicine — there  is 
more  patient  care,  there  is  more  time  with  each  patient  required, 
less  people  in  and  out  of  the  hospital,  et  cetera.  But  in  a  sense, 
these  residents  are  there  partly  because  it  is  inexpensive  for  the 
teaching  hospital  to  have  them  there,  so  that  in  return  for  that  gift 
to  teaching  hospitals  which  the  Government  grants  and  which  is 
good  for  the  practitioner  in  any  event,  VA  ought  to  be  exercising 
some  influence  which  is  in  the  general  public  interest  of  cognitive 
care  and  the  rest  of  it. 

Dr.  Schwartz. 

Dr.  Schwartz.  I  have  to  comment  on  this  question  of  the  phys- 
ical exam.  I  am  of  the  generation  that  grew  up  in  medicine  in  the 
pretechnology  days.  The  good  old  days  were  terrible  days.  We  made 
awful  mistakes  with  just  physical  exams.  CT  and  MRI  has  trans- 
formed medicine.  We  no  longer  open  people's  bellies  and  heads  to 
explore  them  to  find  out  what  is  going  on.  It  is  a  myth.  The  good 
old  days  weren't  so  wonderful. 

What  we  found  in  Britain  when  we  worked  our  book  "The  Pain- 
ful Prescription"  was  exactly  what  you  heard  from  my  colleague  to 
the  left  here.  What  British  doctors  have  had  to  do  in  the  face  of 
budget  limits  and  rationing  is  to  rationalize.  They  ration  by  ration- 
alization and  that  is  just  what  you've  heard  about.  They  reset  their 
criteria,  they  reset  the  threshold  for  intervention  at  a  point  so  high 
that  it  allows  them  to  bring  their  clinical  decisions  into  balance 
with  the  economic  realities.  I  am  quite  sure  that  that  is  what  we 
are  going  to  do  here.  In  Britain,  we  saw  time  and  time  again  obvi- 
ous failures  to  intervene  because  the  doctors  knew  in  their  hearts 
there  were  not  enough  resources.  And  the  statement  that  we  heard 
over  and  over  again,  one  I  remember  in  particular,  one  doctor  said 
to  us,  "I  couldn't  sleep  nights  if  I  didn't  find  excuses  not  to  inter- 
vene. There  are  always  some — social,  medical,  or  psychological." 

And  I  think  what  you  have  heard  here  today  is  the  British  phi- 
losophy which  is  one  which  could  well  develop  here  and  it  may  be 
the  only  way  that  doctors  and  society  can  make  peace  with  budget 
constraints.  But  the  idea  is  that  you  do  it  less  expensively,  you 
avoid  the  technology,  it  is  all  quite  wonderful.  But  it  isn't  so  won- 
derful and  I  think  we  just  have  to  recognize  that  reality. 

Dr.  CoNNELL.  I  think,  sir,  I  need  equal  time.  [Laughter.] 

I  am  not  suggesting  for  1  minute  that  we  return  to  the  good  old 
days.  The  good  old  days  had  their  problems  that  were  diflferent. 
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But  there  are  many,  many  areas  where  we  use  technology  where 
we  don't  need  to  and  that  is  waste.  Dr.  Custis  made  a  point  that 
in  the  VA  cHnical  judgment  won't  be  used  to  make  a  99  percent  de- 
termination of  gall  stones.  This  percent  is  at  enormous  cost  and 
this  becomes  an  ethical  issue,  it  becomes  a  very  serious  ethical 
issue.  But  at  some  point  I  think  we  have  got  to  decide  when  is 
enough  enough. 

I  would  also  remind  you,  Dr.  Schwartz,  that  British  outcomes  are 
every  bit  as  good  as  U.S.  outcomes.  The  comparisons  are  not  accu- 
rate but  I  do  think  there  is  no  question  that  we  have  gone  over- 
board on  technology  and  there  are  many  areas  where  we  could  do 
equally  well  if  we  had  highly  trained  good  clinicians.  And  in  the 
VA  this  is  particularly  important.  The  VA  patients  are  older,  they 
are  the  glimpse  of  the  future  for  the  rest  of  us  as  society  ages,  they 
have  multiple  diagnoses.  Again  and  again  and  again  in  our  reports 
we  see  where  a  specialist  physician  has  been  following  a  VA  pa- 
tient carefully  and  thoroughly  in  the  area  of  his  own  specialty  and 
all  the  time  some  other  condition  has  been  developing  and  has  been 
neglected  until  it  is  rather  late.  We  need  more  good  general  physi- 
cians particularly  in  the  VA  and,  in  time,  in  the  rest  of  society. 

Chairman  Rockefeller.  Do  you  want  to  add  anything? 

Dr.  KiLPATRlCK.  I  just  want  to  make  one  point  aoout  the  training 
that  I  failed  to  mention  earlier.  Certainly  in  the  area  of  geriatric 
medicine,  the  VA  leads  the  rest  of  the  Nation.  That  is  something 
we  ought  to  note  for  the  record. 

Chairman  Rockefeller.  That  is  an  interesting  argument  not  to 
be  pursued  now.  I  think  I  side  with  you.  Dr.  Connell,  and  yet  it 
is  an  open  question.  How  do  vou  spend  your  time?  How  do  you 
spend  your  dollars?  If  you  can  do  it  more  accurately — now  you  were 
dramatic  in  the  way  you  described  it.  I  don't  have  to  open  up  my 
patients  to  find  the  problems.  On  the  other  hand,  if  the  cost  keeps 
rising,  the  patients  don't  get  to  come  in  to  see  you  at  all  because 
they  can't  afford  insurance  or  they  don't  have  health  insurance.  It 
is  interesting  and  it  is  part  of  the  great  debate. 

Final  question,  and  this  is  to  all  of  you — Dr.  Connell,  I  found 
that  your  concluding  statement  was  very  interesting  and  I  would 
like  to  hear  others'  reaction  to  it.  Now  I  will  repeat  it.  "At  the  very 
least,"  you  said,  "the  VA  provides  health  care  with  clinical  out- 
comes as  good  as  the  best  in  the  country  to  a  population  who  other- 
wise would  be  poorly  served,  among  whom  are  many  of  the  most 
needy  and  the  most  deserving  of  America's  citizens.  The  weight  of 
available  data  is  that  the  VA  provides  this  care  at  lower  cost  than 
non-VA  providers." 

Comments? 

Dr.  KiLPATRlCK.  I  don't  think  we  have  the  definitive  data  to 
make  that  statement  quite  as  strongly  but  certainly  there  is  evi- 
dence to  suggest  that  the  costs  are  roughly  comparable.  I  think  we 
probably  need  to  fine  tune  our  measures  of  outcomes  a  little  bit 
better  than  we  have  now  to  make  the  statement  about  quality,  al- 
though certainly  some  of  the  studies  that  have  been  on  quality 
were  probably  not  as  carefully  done  methodologically  as  they  might 
have  been  and  some  of  the  press  on  poor  quality,  as  Dr.  Custis 
mentioned  earlier,  is  probably  not  deserved  for  the  VA, 

Chairman  Rockefeller.  Dr.  Lipscomb. 
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Dr.  Lipscomb.  Well,  I  would  agree  with  Dr.  Kilpatrick  but  would 
say  in  addition  that  there  is  the  important  question  of  whether  the 
care  now  being  delivered  represent  good  quality  at  reasonable  cost. 
In  this  regard,  the  point  I  would  make — and  it  was  a  major  thrust 
of  the  lOM  Committee's  report  as  well — is  that  what  we  really 
need  to  do  is  set  in  place  a  data  gathering  and  analysis  system  that 
is  ongoing  and  which  can  explicitly  address  those  types  of  questions 
over  time. 

Dr.  Custis  mentioned  the  "total  quality  management"  programs 
that  are  being  implemented  in  VA  now.  What  the  lOM  Committee 
urged  is  that  data  on  the  resource  costs,  including  physician  costs, 
and  the  health  care  outcomes  associated  with  programs  be  collected 
so  that,  over  time,  VA  can  analyze  in  a  rigorous  fashion  the  rela- 
tionship between  the  resources  it  puts  into  the  system  and  the 
health  outcomes  it  gets  out  of  the  system.  No  health  care  system 
in  this  country  is  better  positioned,  in  terms  of  data  systems  and 
analysts  and  research  budgets,  than  the  VA  to  do  this.  Such  analy- 
ses on  the  relationship  between  resource  use  and  health  outcomes 
answer  questions  for  VA,  and  they  can  probe  methodological  ques- 
tions that  the  private  sector  can  learn  from,  as  well.  The  lOM  Com- 
mittee report  lays  out  a  strategy  for  how  you  would  go  about  doing 
that. 

So  my  response  is,  I  don't  know  whether  care  in  VA  medical  cen- 
ters is  cost-effective  relative  to  the  private  sector;  but  I  think  we 
know  how  to  set  in  motion  processes  that  in  a  space  of  a  few  years 
can  help  answer  that  question. 

Chairman  Rockefeller.  Dr.  Schwartz. 

[No  response.] 

Chairman  Rockefeller.  No  comment? 

Dr.  CoNNELL.  Well,  sir,  it  was  my  statement,  so  obviously  I  be- 
lieve it.  It  followed  the  paragraph  about  the  physician  costs  and 
that,  to  my  mind,  clinches  it.  The  various  studies  of  VA  hospitals 
versus  non-VA  hospitals  are  all  flawed,  they  are  all  bad,  but  thev 
all  agree  that  the  VA  is  not  more  expensive  hospital  for  hospital. 
When  you  add  the  physician  costs  which  are  a  significant  extra  fac- 
tor, I  am  persuaded  the  VA  comes  in  the  winner  in  terms  of  costs. 

Chairman  Rockefeller.  Gentlemen,  I  have  failed  to  ask  a  num- 
ber of  questions,  which  I  will  submit  to  you  and  that  I  hope  you 
will  answer.  It  is  just  very  interesting  and  what  is  really  quite 
wondrous  is  that  my  guess  is  we  are  going  to  make  a  decision  on 
national  health  care  reform — I'm  predicting  by  December  22  of  this 
year.  I  think  it  will  be  an  overwhelming  change  and  that  it  will 
have  the  support  of  the  American  people,  not  because  they  either 
understand  it  fully  or  agree  with  what  that  they  do  understand 
about  it,  but  that  they  are  so  upset  by  the  cost  of  what  is  going 
on  now. 

Then  there  is  the  whole  separate  question  of  the  VA  within  that 
system.  The  conclusion  of  these  two  panels  has  been  that  we  are 
not  sure  what  the  effect  will  be,  how  veterans  will  respond.  There 
is  quite  a  large  variation  as  to  statistical  guesses  from  both  panels, 
and  yet  we  are  going  to  plunge  ahead  and  do  the  work  because  we 
can't  wait.  We  are  going  to  have  to,  as  they  say,  "go  for  it,"  but  "go 


for  it,"  as  intelligently  and  responsibly  as  we  possibly  can. 
thank  all  of  you.  1  wish  this  could  go  on  endlessly. 
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The  hearing  is  adjourned. 

[Whereupon,  at  4:05  p.m.,  the  Committee  was  adjourned,  to  re- 
convene at  the  call  of  the  Chair.] 


FUTURE  ROLES  OF  THE  DEPARTMENT  OF 
VETERANS  AFFAIRS'  HEALTH  CARE  SYSTEM 


TUESDAY,  APRIL  27,  1993 

U.S.  Senate, 
Committee  on  Veterans'  Affairs, 

Washington,  DC. 
The  Committee  met,  pursuant  to  notice,  at  10  a.m.,  in  room  SR- 
418,  Russell  Senate  Office  Building,  Hon.  John  D.  Rockefeller  IV 
(Chairman  of  the  Committee)  presiding. 
Present:  Senators  Rockefeller,  Murkowski,  and  Specter. 

OPENING  STATEMENT  OF  CHAIRMAN  ROCKEFELLER 

Chairman  Rockefeller.  Good  morning.  This  hearing  is  the 
third  in  a  series  our  Committee  is  holding  on  the  roles  of  the  VA 
health  care  system  as  we  go  forward  with  national  health  care  re- 
form. And,  indeed,  as  I  have  said  many  times  before,  we  must  go 
forward.  The  American  people  cannot  wait  any  longer. 

The  Joint  Committee  on  the  Reorganization  of  Congress  this 
afternoon  is  looking  at  how  to  streamline  the  Federal  Government, 
more  specifically  how  we're  going  to  streamline  the  Congress.  I  am 
going  to  testify  about  why  I  think  it  wouldn't  be  a  really  bad  idea 
to  keep  the  Veterans'  Affairs  Committee  in  the  Senate  intact  and 
not  have  it  folded  into  the  Senate  Finance  Committee,  which  would 
be  a  disaster  the  magnitude  of  which  I  cannot  describe,  or  Labor 
and  Human  Resources,  or  whatever.  In  this  new  time  of  efficiency, 
of  cutting  our  offices  down  25  percent  in  the  Senate  and  the  Presi- 
dent cutting  his  office  down  25  percent,  efficiency  is  rampant.  I  will 
testify  that  there  are  two  good  parallel  full  committees  in  the 
House  and  the  Senate  that  work  very  well  together  and  that  we 
should  keep  it  as  that.  Frank  Murkowski  and  I  are  going  to  go  over 
and  make  our  case  this  afternoon  and  we  expect  to  emerge  trium- 
phant. 

As  we  try  to  go  forward  on  this  health  care  business,  we  must 
recognize  that  it  is  very  difficult.  I  am  sure  Leon  Panetta  is  a  very 
popular  person  around  the  White  House  this  morning.  [Laughter.] 

I  recently  went  to  the  White  House,  in  fact,  with  Secretary 
Brown,  Chairman  Montgomery,  and  the  national  commanders  and 
executive  directors  of  the  veterans'  service  organizations  that  are 
here  today,  to  meet  with  Mrs.  Clinton  in  what  I  thought  was  an 
excellent  conversation,  to  ensure  that  the  veterans  health  system 
comes  out  intact  and  perhaps  enhanced,  improved. 

In  any  event,  we  have  to  know  exactly  what  is  on  their  minds 
and  they  have  got  to  know  exactly  what  is  on  our  minds,  then  we 
have  got  to  work  it  out  so  that  it  works  for  the  veterans.  In  fact, 
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both  Gordon  and  Paul  were  there  and  I  think  they  can  say  that  it 
was  a  good  meeting.  I  think  we  received  a  lot  of  encouragement 
from  the  First  Lady.  She  assured  us  that  we  would  continue  to  be 
heavily  involved  as  they  make  their  final  decisions.  My  sense  of  it 
was  it  was  a  very  good  meeting  and  I  even  see  a  chance  for  us  to 
come  out  in  a  stronger  position  than  we  are  now. 

The  First  Lady  further  assured  us  that  the  President  is  commit- 
ted to  preserving  and  improving  the  VA  health  care  system.  We 
need  not  fear  that  the  President  will  seek  to  dismantle  tne  system. 
Nobody  has  actually  come  out  £ind  SEiid  it,  but  there  is  some  con- 
cern that  this  whole  experience  will  result,  over  a  period  of  many 
years,  in  a  situation  like  the  one  that  Canada  had  where  the  VA 
system  up  there  just  gradually  disappeared;  it  wasn't  one  chop,  it 
just  kind  of  disappeared.  I  think  that  is  what  we  want  to  make 
sure  does  not  happen;  we  want  to  make  sure  that  we  keep  things 
intact.  I  don't  think  we  have  to  worry  about  that.  But,  on  the  other 
hand,  I  don't  think  there  is  any  particular  purpose  in  sitting 
around  waiting  for  them  to  come  up  with  their  suggestions  either. 
So  that's  why  we  decided  to  take  an  aggressive  approach. 

We  recognize  that  the  VA  health  care  system  is  in  crisis.  We 
have  chronic  budget  shortfalls.  We  are  not  an  entitlement,  we're  an 
annual  appropriation;  we  have  to  fight  for  everything  we  get.  The 
Murkowski/Rockefeller  team  is  sensational,  but  that  doesn't  mean 
that  we  don't  have  a  lot  of  work  to  do.  We  have  the  problems  of 
cutting  staff,  cutting  research,  which  is  being  suggested,  which  nei- 
ther Frank  Murkowski  nor  Jay  Rockefeller  approve  and  have  so  in- 
dicated to  our  appropriations  counterpart  in  a  letter  which  I 
thought  was  courteous  but  very  much  to  the  point.  And  we  have 
got  a  lot  of  replacement  medical  equipment  we  need,  maintenance 
projects,  all  the  rest  of  it.  Many  veterans,  like  other  Americans, 
can't  obtain  the  health  care  that  they  need,  especially  preventative 
and  long-term  care. 

National  health  care  reform  provides  an  enormous  opportunity 
for  us  to  not  just  look  internally  at  ourselves,  but  to  look  at  our- 
selves in  comparison  to  what  is  being  suggested  for  the  Nation  as 
a  whole  and  how  we  can  fit  into  that.  I  think  it  is  the  best  chance 
that  we've  had,  frankly,  to  sit  together  and  figure  out  how  we  can 
make  our  system  work  better.  It  drives  us.  No  more  "business  as 
usual"  around  here.  I  like  that;  I  think  that  is  good.  It  forces  us 
to  be  at  our  best  and  get  us  ready  for  the  century  to  come. 

Frank  and  I  both  will  be  working  very  hard  to  ensure  that  all 
the  important  questions  about  the  VA  have,  in  fact,  been  asked, 
that  the  VSO  groups  concerned  have  a  chance  to  answer  these 
questions,  that  Sonny  Montgomery  and  Mr.  Stump  and  Senator 
Murkowski  and  I  have  those  same  opportunities.  Only  then  will  we 
be  satisfied  that  we  have  solutions  that  really  work  for  veterans. 

At  the  first  hearing  in  this  series,  the  Committee  heard  from  out- 
side experts  about  the  many  contributions  that  VA  makes  to  health 
care.  Our  second  hearing  explored  two  critical  issues,  namely,  the 
impact  of  national  health  care  reform  on  veterans'  demand  for  VA 
health  care,  and  whether  VA  costs  are  competitive  with  those  of 
non-VA  facilities.  I  learned  a  lot  during  those  hearings. 

Today,  we  are  having  our  third  hearing  which  focuses  on  the  VA 
consumers  and  providers.  Our  first  panel  is  made  up  of  representa- 
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tives  of  veterans'  service  organizations.  The  second  panel  consists 
of  health  care  providers  who  have  firsthand  knowledge  of  the  chal- 
lenges VA  employees  encounter  in  meeting  veterans'  health  care 
needs.  That  is  going  to  be  a  very  interesting  panel,  too.  I  think  it 
is  going  to  be  good. 

[The  prepared  statement  of  Chairman  Rockefeller  appears  on  p. 
248.] 

Chairman  Rockefeller.  I  call  upon  my  esteemed  colleague  from 
the  State  of  Alaska,  Frank  Murkowski. 

OPENING  STATEMENT  OF  SENATOR  MURKOWSKI 

Senator  Murkowski.  Thank  you.  Mr.  Chairman,  you  seemed  a 
bit  speechless  at  the  point.  [Laughter.] 

I  will  attempt  to  keep  my  remarks  brief  other  than  to  thank  you 
for  scheduling  this  hearing.  I  think,  as  you  pointed  out,  this  is  the 
third  hearing  we  have  had.  I  would  einticipate  that  we  will  have 
Secretary  Brown  up  for  the  fourth  hearing  when  the  National 
Health  Care  Plan  is  unveiled.  It  is  certainly  a  challenging  time  for 
all  of  us,  recognizing  that  change  is  underway  and  how  change  is 
going  to  affect  our  Federal  health  care  system  (the  Veterans  Af- 
fairs, Indian  Health,  and  the  Department  of  Defense)  as  we  know 
it  today.  The  reality  is  that  budget  constraints  simply  dictate  great- 
er utilization  and  efficiencies — coupled  with  many  of  the  unknown 
alternatives  that  are  going  to  be  made  available  to  recipients  of 
health  care — of  the  Department  of  Defense,  the  VA,  and  the  Indian 
Health  Care  Service. 

Mr.  Chairman,  I  have  a  formal  statement  that  I  would  ask  be  en- 
tered into  the  record  at  this  time;  and  a  statement  by  Senator 
Thurmond  also  to  be  entered  into  the  record.  Senator  Thurmond 
would  be  here  today  but  he  is  at  the  funeral  of  Mrs.  Joy  Baker  who 
passed  away  a  few  days  ago.  It  is  my  understanding  that  there  will 
be  at  least  one  or  two  additional  statements  coming  from  our  side 
as  well. 

Chairman  Rockefeller.  Thejr  will  all  be  entered  in  the  record. 

[The  prepared  statements  of*^  Senator  Murkowski  and  Senator 
Thurmond  appear  on  pp.  248  and  252.] 

Senator  Murkowski.  I  have  a  conflict  this  morning  so,  unfortu- 
nately, I  am  not  going  to  be  able  to  be  with  you  during  the  entire 
hearing.  I  have  a  subcommittee  hearing  on  Energy  and  Natural  Re- 
sources that  I  am  supposed  to  be  at  as  well.  I  want  to  thank  you 
and  I  look  forward  to  the  testimony  of  the  witnesses.  Thank  you, 
Mr.  Chairman. 

Chairman  Rockefeller.  OK  Our  first  panel  this  morning  in- 
cludes Michael  Brinck,  Legislative  Director  of  AMVETS;  Frank 
Buxton,  the  Deputy  Director  of  the  National  Veterans  Affairs  Reha- 
bilitative Commission,  The  American  Legion;  Dennis  Cullinan,  who 
is  the  Deputy  Director  of  the  Veterans  of  Foreign  Wars,  National 
Legislative  Service;  Paul  Egan,  the  Executive  Director  of  the  Viet- 
nam Veterans  of  America;  Dave  Gorman,  the  Disabled  American 
Veterans'  Assistant  National  Legislative  Director  for  Medical  Af- 
fairs; and  Gordon  Mansfield,  the  Acting  Executive  Director  of  the 
Paralyzed  Veterans  of  America.  Gordon,  I  think  this  is  your  first 
appearance  before  the  Committee  in  your  new  role. 

Mr.  Mansfield.  In  my  new  role,  yes,  sir. 
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Chairman  Rockefeller.  In  your  new  life.  You  have  been  here 
in  previous  Hves,  but  this  is  your  new  Hfe  and  we  welcome  you. 

So,  Mike,  let's  start  with  vou.  All  statements  are  automatically 
submitted  for  the  record  and  I  have  asked  you  to  try  to  boil  them 
down  to  5  minutes.  I  will  keep  a  little  light  going  which  is  placed 
very  subtly  right  under  your  noses.  [Laughter  J 

Mike,  we  will  start  with  you. 

STATEMENT  OF  MICHAEL  F.  BRINCK,  NATIONAL  LEGISLATIVE 
DIRECTOR,  AMVETS 

Mr.  Brinck.  Good  morning,  Mr,  Chairman.  Thank  you  for  invit- 
ing us  and  thanks  for  the  seat  over  here  where  I  can't  see  the  light. 
[Laughter.] 

Today,  we  would  like  to  discuss  some  broad  policy  implications 
for  veterans  health  care  in  the  coming  national  health  care  reform. 
Obviously,  the  details  of  the  interface  between  the  VA  and  the  na- 
tional health  system  will  depend  largely  upon  the  final  design  of 
the  national  health  system.  But  there  are  certain  principles  upon 
which  veterans  health  care  must  be  founded. 

The  first  principle  is  that  of  fairness.  Those  now  entitled  to  re- 
ceive free  health  care,  commonly  called  the  category  A  veterans, 
should  continue  to  receive  health  care  at  no  cost.  Under  entitle- 
ment reform,  the  fiscal  year  1994  Independent  Agencies  Budget  for 
VA  details  an  expanded  core  group  of  entitled  veterans  as  those 
currently  in  category  A  plus  veterans  who  are  uninsurable  and/or 
catastrophically  injured. 

The  second  principle  is  that  of  priority  and/or  preferential  access 
to  health  care.  This  can  be  defined  as  direct  access  to  a  veteran- 
unique  treatment  system,  such  as  partially  accomplished  by  the 
current  VA  health  care  system,  or  favorable  tax  or  premium  rates 
available  only  to  veterans.  I  would  also  add  to  that  a  range  of  care. 
President  Clinton  has  stated  on  many  occasions  that  he  favors  a 
national  system  based  on  managed  competition.  Therefore,  I  would 
like  to  discuss  how  VA  might  play  a  part  in  a  nominal  national 
managed  competition  system. 

One  option  would  be  to  offer  all  veterans  the  opportunity  to  join 
a  veterans  only  buyer's  group  for  whom  the  Federal  Grovemment 
would  contract  for  coverage.  Those  who  now  receive  free  care  would 
be  covered  at  no  charge.  The  balance  of  the  veterans  community, 
generally  the  non-service-connected  veterans,  would  pay  rates  sub- 
sidized Dy  the  Government  to  offer  low  cost  premiums  to  those 
choosing  to  participate.  To  comply  with  the  first  two  principles,  the 
basic  package  of  benefits  for  all  veterans  would  exceed  that  offered 
the  general  public  and  should  include  long-term  care. 

We  do  not  see  the  VA  system  as  static.  There  is  no  magic  in  the 
No.  171.  Maybe  the  right  number  at  some  point  will  be  200,  maybe 
it  is  135.  As  the  veteran  population  changes,  we  support  mission 
changes  at  existing  facilities,  regional  centers  of  excellence,  reloca- 
tion of  existing  facilities,  acquisition  of  new  units,  and  increased 
sharing  of  resources. 

The  efficiencies  of  the  regional  system  should,  in  turn,  provide 
savings  that  will  enable  VA  to  provide  a  service  to  a  larger  number 
of  veterans.  But  to  make  a  regional  concept  work,  each  medical 
center,  its  satellite  clinics,  private  sector  providers  should  coordi- 
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nate  referrals  within  the  VA  system.  They  should  also  expand  the 
role  of  Vet  Centers  as  independent  community-based  centers  for 
preventive  medicine  and  basic  outreach  services,  and  it  is  time  to 
revitalize  the  Vet  Centers  to  serve  a  larger  portion  of  the  veteran 
population  than  it  is  now  chartered  to  do. 

Change  has  many  implications.  VA  must  provide  a  full  contin- 
uum of  care  on  a  regional  basis  and  locally  where  appropriate.  For 
their  part,  veterans  must  be  willing  to  access  acute  care  facilities 
that  may  not  be  near  their  home,  assuming  that  VA  picks  up  the 
transportation  costs.  Congress  must  resist  the  political  pressures  to 
retain  home  district  facilities  when  the  facts  do  not  support  con- 
tinuation of  the  status  quo.  The  medical  establishment  must  adapt 
to  change  by  refocusing  its  teaching  hospitals  toward  preventive 
care,  gerontology,  and  other  areas  that  will  be  in  high  demand  in 
the  VA  system. 

The  third  principle  is  that  of  quality.  Quality  medical  care  is  that 
which  provides  timely  access,  competent  treatment,  and  reasonable 
surroundings  at  an  acceptable  cost.  Today,  VA  falls  short  in  timely 
access  in  two  categories;  one,  the  excruciatingly  long  adjudication 

{)rocess,  and  the  often  long  waits  for  appointments.  AMVETS  would 
ike  to  go  on  record  that,  on  the  whole,  we  consider  VA  treatment 
on  a  par  with  that  available  in  the  private  sector  and  in  many  spe- 
cialties VA  sets  a  standard  of  excellence  for  the  rest  of  the  medical 
community.  Are  there  instances  of  mistreatment  and  neglect?  Sure. 
But  the  compassion  and  technically  excellent  treatment  given  to 
the  vast  majority  of  veterans  is  absolutely  undeniable. 

Obviously,  the  policies  adopted  under  national  health  care  will 
impact  on  VA's  construction  requirements.  But  assuming  an  inte- 
grated national  network  composed  of  private,  local  public,  and  Fed- 
eral health  facilities  that  is  needs-based  in  its  implementation, 
some  new  facilities  will  undoubtedly  be  needed.  But  AMVETS  to- 
tally supports  the  policies  of  enhanced-use  and  short-term  leasing 
as  viable  alternatives  to  new  major  construction  where  appropriate. 

At  a  time  when  change  may  become  the  order  of  the  day,  such 
policies  will  enable  VA  to  continue  to  offer  an  expanding  range  of 
services  through  sharing  with  the  community  and  region  while  re- 
taining its  independence  as  a  veterans'  asset. 

Mr.  Chairman,  that  concludes  our  statement  and  thank  you  once 
again. 

[The  prepared  statement  of  Mr.  Brinck  appears  on  p.  253.] 

Chairman  Rockefeller.  Mike,  you  are  a  national  hero.  [Laugh- 
ter.] 

This  is  very  important  testimony.  This  is  really,  really  important 
stuff,  so  I  am  really  glad  to  hear  it. 

Chairman  Rockefeller.  Frank. 

STATEMENT  OF  FRANK  C.  BUXTON,  DEPUTY  DIRECTOR,  NA- 
TIONAL VETERANS  AFFAIRS  AND  REHABILITATION  COMMIS- 
SION, THE  AMERICAN  LEGION 

Mr.  Buxton.  Good  morning,  Mr.  Chairman  and  members  of  the 
Committee.  It  is  a  pleasure  to  appear  before  vou  today  and  offer 
the  position  of  The  American  Legion  on  the  subject  of  veterans'  af- 
fairs medical  care  delivery  systems  and  their  role  in  the  national 
health  care  reform. 


f: 
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Mr.  Chairman,  the  Legion  believes  that  the  Department  of  Veter- 
ans Affairs  health  care  delivery  system  can  and  must  continue  to 
exist  in  any  future  national  health  care  environment.  Events  re- 
garding national  health  care  reform  are  rapidly  unfolding.  The 
issue  of  eligibility  for  VA  care  is  being  studied,  appropriations  ne- 
gotiations are  in  progress,  and  the  VA's  national  health  care  plan 
is  about  to  be  unveiled.  Each  one  of  these  could  be  pivotal  to  the 
definition  of  the  role  of  the  VA  in  health  care  in  this  country,  but 
none  of  them  will  deter  the  steadfast  resolve  in  this  Nation  to  care 
for  our  sick  and  disabled  veterans. 

There  is  presently  a  great  deal  of  discussion,  Mr.  Chairman,  re- 
arding  the  impact  of  global  budgeting  and   spending  caps  on 

ealth  care  costs.  There  are  those  that  would  say  that  such  caps 
and  spending  would  drive  the  aggregate  health  care  costs  down 
and  reduce  the  percentage  of  the  gross  domestic  product  which  is 
devoted  to  health  care.  Mr.  Chairman,  the  Veterans'  Health  Ad- 
ministration has  operated  under  a  global  budgeting  scenario  for 
years.  Such  dollar  constraints  do  force  the  system  to  become  more 
efficient  and  create  increased  accountability  for  those  who  fiscally 
plan  for  veteran  care.  But  to  accomplish  this,  comers  must  be  cut, 
funds  from  other  medical  programs  are  cannibalized.  The  ultimate 
result  is  that  which  occur  in  the  private  sector  as  well,  and  that 
is  the  rationing  of  care. 

Fewer  and  fewer  veterans  are  being  treated  in  the  VA  and,  for 
a  variety  of  reasons,  the  cost  of  that  care  continues  to  escalate.  Any 
health  care  reform  package  which  would  encompass  global  budget- 
ing and  price  caps  would  allow  the  VA  to  operate  at  something  of 
an  advantage  but,  unfortunately,  would  perpetuate  the  rationing  of 
care  and  the  reduction  of  the  population  of  veterans  served  if  qual- 
ity is  not  to  suffer. 

The  role  of  the  Veterans'  Health  Administration  under  a  man- 
aged competition  scenario  in  national  health  care  reform  is  a  little 
less  clearly  defined  because  of  the  inability  to  determine  the  final 
form  that  plan  is  going  to  take.  Be  that  as  it  may,  Mr.  Chairman, 
we  believe  that  the  VA,  given  free  rein  as  far  as  their  internal  re- 
form is  concerned,  could  fare  well  under  managed  competition.  Sev- 
eral mitigating  factors  must  be  clearly  understood  however.  First, 
a  major  portion  of  the  VA  health  care  costs  are  based  on  care  man- 
dated by  law  to  certain  groups  of  veterans.  Since  that  care  for 
those  deserving  veterans  is  mandated  by  law,  it  must  remain  avail- 
able and  those  costs  cannot  be  factored  into  the  cost  of  any  com- 
petitive package.  Second,  some  of  the  costs  of  care  in  the  VA  is  that 
created  by  the  delivery  of  long-term  care.  Since  it  appears  that 
long-term  care  may  not  be  a  portion  of  the  basic  benefits  package 
which  would  be  the  basis  for  competition,  the  VA  must  separate 
out  those  costs  as  well. 

If  the  health  care  playing  field  is  level,  there  is  no  doubt  that  the 
VA  could  create  a  package  of  benefits  which  would  allow  it  to  be 
a  strong  competitor  for  veteran  patients  at  the  local  level.  It  must 
also  be  understood  that  the  playing  field  would  not  be  level  if  the 
restrictions  of  convoluted  eligibility  and  the  existing  prohibition 
against  the  collection  of  Medicare  reimbursement  were  allowed  to 
limit  the  VA's  ability  to  compete. 


The  American  Legion  believes  that  a  plan  to  afford  universal  ac- 
cess to  health  care  under  reform  would  impact  on  the  VA  in  several 
ways.  If  health  care  consumers  were  to  have  their  health  care 
vouchered  under  a  universal  health  care  access  plan,  some  veter- 
ans might  move  to  the  private  sector  for  their  care.  These 
moves 

Chairman  Rockefeller,  Frank,  could  you  say  that  sentence 
again. 

Mr.  Buxton.  I  said  that  if  health  care  consumers  were  to  have 
their  health  care  vouchered  under  universal  access,  some  veterans 
might  move  to  the  private  sector  for  their  care.  These  moves  could 
be  counterproductive  for  several  reasons.  In  regard  to  keeping  costs 
down,  the  private  sector  has  never  been  proven  to  be  able  to  deliver 
quality  health  care  at  a  cost  equal  to  or  lower  than  that  delivered 
by  the  VA,  Thus,  any  mass  move  could  increase  rather  than  de- 
crease the  cost  nationwide.  On  the  other  side  of  the  coin,  many  vet- 
eran beneficiaries  who  had  not  previously  taken  advantage  of  VA 
health  care  might  move  to  the  VA  simply  because  the  idea  of  get- 
ting quality  care  at  a  less  cost  may  be  a  more  attractive  option.  The 
unknown  in  the  voucher  equation  is  the  number  of  veterans  who 
would,  taking  advantage  of  the  opportunity  for  choice,  pick  one  or 
the  other  option.  One  could  look  at  the  Canadian  experience  in  re- 
gard to  veteran  health  care,  which  was  already  mentioned,  and  al- 
lowed the  complete  dissolution  of  the  veterans  health  care  system 
in  Canada. 

Under  an  insurance-based  reform,  the  VA  could  optimize  their 
services  if  all  insurers,  public  and  private,  were  mandated  to  reim- 
burse the  VA  on  a  negotiated  or  a  unusual  and  customary  charge 
basis.  This  would  include  such  programs  as  Medicare  and  would 
apply  to  care  rendered  to  the  discretionary  group  of  veterans. 

Regardless  of  what  form  health  care  delivery  takes,  it  is  impor- 
tant to  remember  that  the  Department  of  Veterans  Affairs  has  over 
60  years  of  experience  in  delivering  health  care  nationally  and  they 
have  learned  some  important  lessons.  Mr.  Chairman,  we  feel  that 
health  care  that  is  driven  by  money  could  be  very  poor  health  care. 
But,  given  a  chance  to  compete  for  health  care  dollars,  the  VA 
could  flourish,  and  with  the  VA  healthy  we  are  certain  that  the 
rest  of  the  medical  community  would  be  healthy  too. 

We  have  some  other  comments  in  our  statement  and  will  reserve 
those  for  the  record.  Thank  you. 

Chairman  Rockefeller.  Thank  you,  Frank,  very  much. 

[The  prepared  statement  of  Mr.  Buxton  appears  on  p.  255.] 

Chairman  Rockefeller.  Dennis  Cullinan. 

STATEMENT  OF  DENNIS  M.  CULLINAN,  DEPUTY  DIRECTOR, 
NATIONAL  LEGISLATIVE  SERVICE,  VETERANS  OF  FOREIGN 
WARS  OF  THE  UNITED  STATES 

Mr.  Cullinan.  Thank  you  very  much,  Mr.  Chairman.  Before  I 
begin,  I  would  like  to  express  the  special  appreciation  and  regards 
of  our  entire  2.2  million  members.  We  view  today's  hearing  as 
being  a  very  important  one  and  we  are  honored  to  play  a  role.  So 
we  thank  both  you  and  Senator  Murkowski  for  including  us  here 
today. 

Chairman  Rockefeller.  Thank  you,  sir. 
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Mr.  CULLINAN.  As  you  know,  the  VFW  is  committed  to  the  pres- 
ervation and  enhancement  of  the  VA  health  care  system.  In  caring 
for  this  Nation's  obHgation  to  care  for  mihtary  veterans  in  their 
time  of  need,  the  VA  health  care  system  has  proven  to  be  of  im- 
measurable value  to  all  Americans.  We  are  approaching  today's 
hearing  with  the  view  that  national  health  care  reform  will  eventu- 
ally become  a  reality. 

While  we  are,  of  course,  supportive  of  providing  a  comprehensive 
health  care  benefits  package  to  all  Americans,  we  remain  firm  in 
our  position  that  the  VA  health  care  system  remain  dedicated  to 
America's  veterans.  The  VFW  believes  that  within  the  context  of 
national  health  care  reform  the  VA  should  remain  a  separate,  inde- 
pendent, and  exclusive  health  care  option  for  veterans.  And  we  cer- 
tainly support  you,  Mr.  Chairman,  in  your  efforts  this  evening  that 
are  to  take  place. 

The  VFW  acknowledges  that  the  VA  system  may  well  have  to  be 
modified  in  order  to  better  serve  veterans  and  fulfill  its  role  within 
the  context  of  national  health  care  reform.  Our  position  in  this  re- 
gard may  be  best  encapsulated  by  stating  that  the  VFW  is  commit- 
ted to  VA's  providing  the  best  possible  care  to  veterans  in  accord- 
ance with  state-of-the-art  medical  practices  and  procedures.  We  are 
not  tied  to  a  particular  physical  configuration. 

It  would  now  appear  that  national  health  care  reform  will  be 
structured  along  the  lines  of  the  managed  competition  model.  We 
believe  that  given  certain  resources  the  VA  will  be  able  to  compete 
very  effectively  within  this  framework.  However,  we  must  now  re- 
affirm our  conviction  that  the  VA  has  always  been,  and  should  al- 
ways continue  to  be,  something  far  more  than  just  another  busi- 
ness oriented  health  care  provider.  The  VFW  holds  that  there 
should  be  no  change  in  the  overall  mission  of  the  VA  health  care 
system  since  its  continued  operation  in  providing  health  care  to 
veterans  is  essential  to  their  well-being  and  beneficial  to  all  Ameri- 
cans, and  it  is  also  unique  and  irreplaceable  with  respect  to  areas 
of  health  care  education,  research,  and  DOD  backup. 

We  believe  VA  should  become  the  primary  provider  of  health 
care  to  America's  veterans.  Toward  this  end,  reform  of  the  eligi- 
bility standards  for  VA  health  care  must  be  brought  about  to  open 
up  the  system  to  all  veterans.  VA  must  be  allowed  to  retain  its 
third-party  collections  from  third-party  insurers  as  well  as  from 
other  Federal  entities,  such  as  Medicare  and  Medicaid,  and  this 
must  happen  without  offset  from  its  appropriation.  This  will  allow 
for  the  proper  enhancement  and  development  of  the  system  with 
the  eventual  diminishment  of  the  required  appropriations  support. 

It  is  our  view  that  regardless  of  the  form  any  national  health 
care  system  assumes,  VA  must  retain  its  exclusive  appropriations 
support.  VA  has  always  been  and  should  always  be  far  more  than 
just  another  health  care  provider.  Regardless  of  how  successful  it 
may  become  as  a  provider  of  choice  to  America's  veterans,  a  certain 
amount  of  Federal  support  will  always  be  required. 

With  respect  to  competing  within  the  managed  competition 
model,  VA  need  improve  its  operation  immensely.  Something  that 
we  all  have  to  face  is  that  VA  has  an  image  problem  and  this  is 
especially  the  case  among  better  off.  middle  class  veterans.  Those 
are  precisely  the  people  tnat  VA  will  have  to  attract  into  the  sys- 
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tern  if  it  is  to  compete  effectively  within  the  HMO  framework.  Pub- 
lic relations,  in  general,  within  the  health  care  industry  is  becom- 
ing increasingly  important  and  we  believe  that  VA  is  going  to  have 
to  emphasize  this  area,  in  fact,  develop  expertise  in  this  area.  At 
this  point  in  time,  we  see  VA  have  little,  if  any,  understanding  of 
how  to  promote  itself  effectively  within  the  public  sector.  So  this  is 
something  of  concern  to  us. 

In  conclusion,  the  VFW  believes  that  the  VA  health  care  system 
should  serve  as  a  contributing  partner  and  model  for  the  future. 
Through  sustaining  and  improving  the  VA  health  care  system,  all 
Americans  will  benefit.  Thank  you,  Mr.  Chairman. 

Chairman  Rockefeller.  Thank  you,  Dennis,  very  much.  You 
raise  some  points  that  I  want  to  followup  on  aflerward. 

[The  prepared  statement  of  Mr.  Cullinan  appears  on  p.  257.] 

Senator  Murkowski.  Mr.  Chairman. 

Chairman  Rockefeller.  Yes,  please. 

Senator  Murkowski.  I  am  going  to  have  to  go  but  I  would  just 
like  to  leave  one  hot  potato  on  the  table  here.  I  neglected  in  my 
opening  statement  to  encourage  specific  input  from  our  panel  on 
the  annoimcement  2  weeks  ago  by  the  First  Lady.  She  was  visiting 
an  Indian  Health  Service  facility  in  Montana  and  indicated  that 
one  of  the  options — and  I  stress  one — that  the  Administration  is 
considering  in  formulating  national  health  care  reforms  is  to  enable 
more  of  our  citizens  to  use  existing  and  underutilized  Federal 
health  care  systems  in  the  rural  areas,  specifically  IHS,  VA,  and 
Public  Health.  It  could  also  potentially  include  Department  of  De- 
fense— ^Army,  Navy,  and  Air  Force.  In  view  of  the  reaction  from  the 
VA  on  a  previous  suggestion  by  Secretary  Derwinski,  which  was 
enthusiastically  and  flatly  turned  down,  I  think  it  is  appropriate  in 
the  remaining  panel's  presentation  that  they  might  care  to  address 
whether  there  is  an  open  mind  to  this  or  whether  it  is  excluded  as 
a  consideration.  It  would  be  helpful  to  have  your  views  because,  as 
I  pointed  out,  it  is  one  of  many  options  that  are  going  to  be  consid- 
ered. I  thank  you,  Mr.  Chairman. 

Chairman  Rockefeller.  Frank,  I  appreciate  that  too.  Before  you 
leave,  let  me  just  respond  to  that.  When  I  read  that,  of  course  my 
vertical  leap  achieved  about  a  65-inch  capacity.  What  I  did  was  go 
back  and  get  the  actual  transcript  of  what  she  said  and,  faithful 
to  the  traditions  of  reporters  wanting  to  get  a  story,  she  said  no 
such  thing.  We  have  the  actual  transcript  of  everything  that  she 
said,  which  we  will  make  available  to  you,  Frank,  or  any  of  our 
Committee  members  or  anybody  else  who  wants  to  see  it.  It  was 
one  of  those  incredible  things  that  you  read  that  causes  you  to  go 
ballistic  and  then,  because  we  were  able  to  go  back  and  get  the 
transcript,  we  discovered  it  was  not  said.  So  that  needs  to  be  stat- 
ed. She  said  nothing  of  the  sort.  I  was  with  her  over  the  weekend 
in  Jamestown,  Virginia,  and  she  was  as  upset  about  that  as  I  think 
any  of  the  rest  of  us  might  be.  So,  I  don't  say  that  to  put  you  down, 
because  maybe  she  could  have  said  it,  somebody  else  could  have 
said  it,  but  in  this  particular  instance  in  Montana  she  didn't  say 
it.  Have  I  made  that  clear.  [Laughter.] 

Senator  Murkowskl  Mr.  Chairman,  I  want  to  put  in  the  record 
what  she  did  say.  Her  quote  simply  says  that  like  a  lot  of  pro- 
grams— Indian  Health  Service,  community  health  care  centers,  the 
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VA  system — a  lot  of  programs  that  the  Government  has  run  have 
done  an  excellent  job.  They  may  have  been  able  to  provide  services 
to  populations  in  regions  of  the  countrv  that  were  underserved  and 
would  have  remained  underserved.  There  is  always  room  for  im- 
provement and  that  is  what  we're  hoping  for.  Building  on  the  con- 
cept behind  IHS  clinics,  which  have  really  lived  up  to  their  full  po- 
tential, additional  services  can  be  provided  and  utilized  in  these 
clinics  to  all  citizens.  I  don't  think  it  attempts  to  draw  any  conclu- 
sions, and  we're  certainly  not  proposing  it,  we  are  simply  suggest- 
ing that  it  is  responsible  to  consider  the  merits  as  we  look  at  all 
facets  of  our  existing  health  care  system. 

Chairman  Rockefeller.  Right.  What  I  noticed  from  that,  first, 
I  talked  with  her  about  it  and  that  was  not  on  her  mind  at  all;  sec- 
ond, the  use  of  the  word  "clinics"  I  think  is  your  tipoflf  there — ^rural 
community  health  clinics,  Indian  Service  health  clinics.  Public 
Service  health  clinics.  I  have  never  heard  of  a  VA  facility  referred 
to  as  a  clinic. 

Senator  Murkowski.  VA  is  in  there  and  I  would  ask  that  it  be 
put  in  the  record. 

Chairman  Rockefeller.  It  is  and  it  will  be. 

[The  information  referred  to  appears  on  p.  250] 

Chairman  Rockefeller.  OK.  Paul. 

STATEMENT  OF  PAUL  S.  EGAN,  EXECUTIVE  DIRECTOR, 
VIETNAM  VETERANS  OF  AMERICA 

Mr.  Egan.  Thank  you,  Mr.  Chairman.  First  of  all,  I  would  like 
to  express  to  you  the  fact  that  my  organization  shares  with  you  a 
great  deal  of  excitement  over  the  opportunities  ahead  with  regard 
to  VA  health  care.  We  have  said  for  many  years  that  it  is,  after 
all,  the  veterans  who  are  supposed  to  be  taken  care  of  by  this  sys- 
tem, that  they  come  first  and  ought  to  be  at  least  as  important  as 
the  mortar  and  brick  that  houses  the  system  that  we  all  know  as 
the  VA.  We  have  further  said  repeatedly  in  the  past  that  veterans 
ought  to  be  given  an  opportunity  to  exercise  some  choice  as  to 
whether  to  use  the  VA  or  to  use  the  private  sector  if  they  believe 
the  private  sector  is  more  easily  accessible  and  providing  a  better 
quality  product,  qiialitv  being  defined  by  their  preferences.  That 
representation  having  been  repeatedly  made  and  it  has  also  been 
repeatedly  mischara^terized  and  we  have  taken  I  think  a  fairly  bad 
rap  for  that. 

And  here  we  are  on  the  eve  of  a  major  debate  on  national  health 
insurance.  Surely  enough,  for  the  first  time  in  memory,  the  very 
veterans  who  have  been  dependent  upon  the  system  are  now 
poised,  at  least  potentially,  to  be  given  what  we  have  been  asking 
for  all  along,  a  choice. 

We  follow  this  issue  as  closely  as  we  can.  We  have  reviewed  the 
testimony  that  has  been  presented  at  each  of  the  two  previous 
hearings  that  you  have  held,  Mr.  Chairman.  We  look  at  this  issue 
as  focused  on  essentially  five  principal  themes  and  I  want  to  go 
through  them  not  necessarily  in  any  order  of  importance  but  they 
are  the  themes  that  we  think  are  most  in  need  of  being  addressed 
and  being  addressed  accurately. 

First  of  all,  there  is  a  need  to  find  a  way  to  address  the  health 
care  needs  of  rural  Americans,  veterans  and  nonveterans  alike.  I 


93 

don't  mean  that  to  suggest  that  we're  interested  in  seeing  non- 
veterans  use  the  VA  but  there  is  a  real  rural  health  problem  in  this 
country  and  what  role  VA  might  play  in  meeting  rural  health 
needs.  It  would  seem  to  me  that  veterans,  like  nonveterans,  are  un- 
derserved  in  rural  areas  and  something  needs  to  be  done  through 
this  mechanism  of  a  national  health  program  as  well  as  through 
the  VA  to  cast  the  widest  possible  net  in  order  to  make  sure  that 
what  is  current  in  medical  care  today,  which  is  primary  and  pre- 
ventive care,  is  available  to  rural  Americans  just  as  it  is  expected 
to  be  available  to  all  other  Americans. 

We  need  to  find  a  definition  of  quality  that  equally  balances  bi- 
ases and  preferences  of  all  those  entities  with  a  stake  in  VA  health 
care.  In  our  prepared  statement  we  detail  a  variety  of  definitions 
that  are  used  by  different  people  with  a  stake  in  VA  health  care, 
whether  they  are  the  hospital  administrators  or  the  medical  school 
affiliations  or  the  researchers  or  the  individuals  who  are  getting 
their  care.  We  think  that  in  order  to  assure  that  VA  is  providing 
a  quality  product  that  is  desirable  by  the  veterans  it  hopes  to  at- 
tract in  the  future  in  a  national  health  environment  it  is  going  to 
have  to  get  serious  about  quality  as  defined  by  the  consumer. 

We  have  to  identify  the  most  likely  factors  governing  who  will 
elect  to  use  the  VA  in  a  national  health  environment  in  order  to 
avoid  wasting  scarce  resources  on  VA's  health  infrastructure  based 
on  erroneous  assumptions.  The  General  Accounting  Office  has  esti- 
mated that  in  a  national  health  environment  VA  could  lose  as 
many  as  50  percent  of  the  current  users.  The  Paralyzed  Veterans, 
in  their  Strategy  2000,  based  on  certain  assumptions,  come  up  a 
little  bit  less  than  that.  It  would  seem  to  us  that  in  a  competitive 
environment  where  access  by  veterans  to  more  local  facilities  per- 
ceived, rightly  or  wrongly,  to  be  of  better  quality  is  going  to  weigh 
very  heavily  in  what  the  VA  looks  like  in  the  future. 

We  need  to  identify  specific  investments  that  must  be  made  in 
the  VA  in  order  to  make  it  attractive  to  current  and  new  popu- 
lations of  users  if,  indeed,  it  is  decided  that  the  VA  can  or  even 
should  compete  with  non-VA  providers. 

Finally,  and  not  least  in  importance,  is  reaching  some  long-term 
consensus  in  the  Congress  that  can  be  relied  upon  to  yield  the  re- 
sources necessary  to  maintain  VA's  ability  as  a  health  provider 
equal  to  its  mission,  whatever  that  mission  is  determined  to  be  in 
the  coming  months. 

We  believe  very  strongly  that  VA  can  do  as  good  or  better  job 
treating  certain  populations  of  veterans  than  anywhere  else  in  the 
overall  health  system.  The  system  in  VA  is  certainly  very,  very  im- 
portant most  especially  to  some  of  these  populations — spinal  cord 
injured  veterans,  blinaed  veterans,  people  in  need  of  prosthetic  de- 
vices and  the  research  on  prosthetics  that  yields,  mental  health 
care,  substance  abuse  care,  PTSD  treatment.  There  are  a  variety 
of  populations  that  VA  can  serve  and  needs  to  serve  and  should 
serve  more  expansively  in  the  future. 

Naturally,  there  is  a  need  for  VA  to  maintain  the  availability  of 
the  full  continuum  of  care  for  all  of  those  populations  that  it  can 
reasonably  take  care  of.  We  suggest  in  that  connection  that  VA  can 
maintain  a  broad-based  acute  care  system  by  relying  upon  its  role 
as  a  backup  to  the  military  in  time  of  national  emergency.  There 
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were  between  60  and  65  hospitals  prepared  for  that  purpose  prior 
to  Desert  Storm.  Fortunately,  that  backup  role  was  never  tested. 
But  certainly  between,  say,  60  and  100  of  VA's  hospitals  could  be 
maintained  as  full  tertiary  hospitals  in  order  to  satisfy  the  continu- 
ing need  for  affiliations  with  medical  schools,  a  continuing  need  for 
research,  and  a  continuing  need  to  do  all  those  other  things  that 
others  with  an  interest  in  VA  want  maintained. 

I  can  see  that  the  red  light  is  on,  Mr.  Chairman.  I  will  conclude 
it  there  and  look  forward  to  answering  your  questions. 

Chairman  Rockefeller.  Thank  you  very  much,  Paul. 

[The  prepared  statement  of  Mr.  Egan  appears  on  p.  260.] 

Chairman  Rockefeller.  Dave. 

STATEMENT  OF  DAVID  W.  GORMAN,  ASSISTANT  NATIONAL 
LEGISLATIVE  DIRECTOR  FOR  MEDICAL  AFFAIRS,  DISABLED 
AMERICAN  VETERANS 

Mr.  GrORMAN.  Thank  you  and  good  morning,  Mr.  Chairman.  I 
would  join  my  colleagues  in  appreciation  of  your  holding  this  hear- 
ing as  well  as  the  two  previous  ones  you  have  had.  We  look  forward 
to  the  legislative  proposals  that  may  be  emanating  from  those 
hearings. 

As  you  pointed  out  in  your  opening  remarks,  Mr.  Chairman,  and 
we  are  also  keenly  aware,  the  VA  health  care  svstem  is  in  the 
throes  of  crisis  with  similar  issues  as  being  faced  by  our  country's 
health  care  system  as  a  whole.  Principally,  such  crisis  results  from 
years  of  inadequate  funding  and  a  patchwork  approach  to  address- 
ing the  health  care  needs  of  veterans.  It  seems  logical  at  this  point, 
Mr.  Chairman,  to  State  what  I  am  sure  is  the  obvious,  at  least 
from  this  panel,  and  that  is  that  we  believe  the  VA  health  care  sys- 
tem as  an  independent  system  must  be  maintained.  Once  the  philo- 
sophical commitment  to  do  so  is  realized,  appropriate  action  and 
attention  must  be  exerted  to  foster  VA's  evolution  as  a  provider  of 
health  care  services  to  a  veiy  special  segment  of  our  population,  a 
system  that  meets  the  test  ot  quality  and  cost-effectiveness. 

During  last  year's  presidential  campaign,  it  was  indeed  hearten- 
ing to  hear  President  Clinton  profess  his  support  for  the  mainte- 
nance of  the  VA  health  care  system.  More  recently,  as  you  point 
out,  Mr.  Chairman,  the  First  Lady  met  with  leaders  of  the  major 
veterans'  organizations  as  well  as  yourself.  Chairman  Montgomery, 
and  Secretary  Brown  to  again  assert  the  President's  support. 

Mr.  Chairman,  the  DAV  does  not  view  today's  hearings  as  a 
forum  to  list  in  detail  the  myriad  of  things  that  many  view  as  being 
wrong  with  the  VA  system,  neither  are  we  here  to  assume  the  role 
of  VA  bashers.  Rather,  we  hope  to  offer  vital  suggestions  and  rem- 
edies for  a  system  that  we  feel  is  one  deserving  to  be  maintained, 
a  system  given  a  fair  chance  because  of  the  potential  in  human  re- 
sources and  commitment  to  deliver  health  care  to  veteran  patients 
in  a  manner  second  to  none. 

In  our  view,  and  we  believe  it  is  the  view  shared  by  most  others, 
the  issue  of  eligibility  reform  is  the  single  most  pressing  issue  fac- 
ing VA  health  care  today.  Eligibility  needs  to  be  clarified  to  define 
who  is  eligible  for  VA  care  and  the  scope  of  services  that  will  be 
provided.  We  believe  such  an  effort  would  assist  not  only  veterans 
seeking  care  but  would  be  of  immense  benefit  to  the  VA  itself.  With 
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eligibility  reform,  veterans  would  know  what  they  are  entitled  to 
and  thus  be  able  to  plan  for  their  health  care  needs.  By  removing 
the  antiquated,  both  economical  and  clinical,  rules  for  care,  veter- 
ans health  care  needs  on  an  inpatient,  outpatient,  and  long-term 
care  basis  would  be  better  met.  With  eligibility  reform,  VA's  ability 
to  strategically  plan  would  be  available.  Perhaps  for  the  first  time, 
VA  would  be  required  and  able  to  plan  based  on  veterans'  needs 
rather  than  simply  on  budgetary  feasibility  and  restraints.  Also, 
simplification  of  eligibility  criteria  would  result  in  a  more  effi- 
ciently administered  system. 

Mr.  Chairman,  last  year  legislation  was  introduced,  the  Amer- 
ican Veterans  Health  Care  Reform  Act  of  1992,  that  embodied  in 
legislative  form  the  DAVs  vision  and  plan  for  a  restructured  health 
care  delivery  system.  In  general,  our  plan  has  three  main  compo- 
nents consisting  of  access  to  care,  scope  of  care,  and  funding  of 
care.  The  centerpiece  of  our  proposal  establishes  a  group  of  core  en- 
titled veterans.  This  group  consists  primarily  of  service-connected 
veterans  and  low  income  veterans.  All  other  honorably  discharged 
veterans  outside  of  the  basic  core  group  would  be  eligible  for  care; 
however,  their  eligibility  would  be  contingent  upon  the  ability  to 
offset  costs  through  reimbursements  by  Federal  or  other  third- 
party  payers,  direct  payments,  or  purchased  managed  care  pack- 
ages. 

Second,  our  proposal  calls  for  the  focus  of  VA  moving  from  a  sick 
care  system  of  a  traditional  acute  bed-based  model  to  a  disability- 
based  model.  This  continuum  of  care  would  focus  on  health  pro- 
motion and  disability  and  disease  prevention  and  treatment.  Eligi- 
bility to  core  entitled  veterans  would  flow  on  an  inpatient,  out- 
patient, and  long-term  care  basis.  Nontraditional  means  of  treat- 
ment, such  as  adult  day  health  care,  home  health  and  maintenance 
services,  and  so  forth  would  be  provided  as  with  other  necessary 
collateral  health  care  services. 

Finally,  our  proposal  calls  for  an  entitlement  to  be  created  and 
nondiscretionary  congressional  appropriations  to  be  made  for  the 
cost  of  care  provided  to  the  core  eligible  group.  Appropriations 
would  be  dependent  upon  how  many  veterans  meet  the  core  group 
eligibility  requirements  and  the  necessary  cost  of  care  to  be  pro- 
vided. Funding  for  the  noncore  general  eligibility  ^oup  of  veterans 
care  would  be  discretionary  and  could  be  determmed  in  consider- 
ation of  reasonably  expected  collections  of  reimbursements  from 
other  sources.  We  would  advocate  the  VA's  ability  to  collect  and  re- 
tain funds  from  secondan^  payers.  Medicare  for  example,  as  being 
applicable  only  to  eligible  veterans  outside  of  the  core  entitled 
group.  As  such,  our  proposal  clearly  does  no  harm  to  the  Medicare 
trust  fund. 

I  believe,  Mr.  Chairman,  you  will  find  a  consensus  agreement 
among  almost  all  VSOs  as  well,  to  a  degree,  among  the  VA  and 
Congress  that  the  system  needs  reform.  Additionally,  and  in  no 
way  attempting  to  speak  for  the  other  VSOs,  I  believe  we  are  al- 
most in  universal  agreement  about  what  needs  to  be  done  in  the 
process  of  reform.  More  surprisingly  perhaps,  at  least  to  us,  is  our 
belief  that  VA's  thoughts  concerning  entitlement  reform  closely 
mirror  ours.  Mr.  Chairman,  when  we  are  looking  at  a  reformed  VA 
system  configured  in  the  manner  I  have  described  and  somewhat 
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in  more  detail  in  our  written  statement,  and  while  recognizing  the 
population  that  VA  treats  together  with  the  concepts  VA  operates 
within,  one  can  see  how  VA  would  mirror  the  outcomes  being 
strived  for  by  the  National  Task  Force  on  Health  Care  Reform. 

The  DAV  is  indeed  pleased  a  decision  was  made  to  include  the 
VA  as  an  active  participant  not  only  in  the  debate  regarding  health 
care  policy,  but  also  as  an  active  participant  in  the  task  force.  In 
our  view,  VA  has  nothing  to  fear  as  a  result  of  scrutiny.  Rather, 
they  can,  and  should,  be  recognized  for  what  they  reallv  are — a  sys- 
tem that  can  help  realize  the  stated  goals  of  national  health  care 
reform. 

Mr.  Chairman,  the  DAV  is  convinced  the  VA  stands  alone  as  a 
competent,  quality,  innovative,  cost-effective  provider  of  health  care 
services  to  a  special,  albeit  complicated,  population  of  veterans. 
Further,  we  remain  confident  that  given  the  opportunity  to  com- 
pete and  when  allowed  to  do  so  on  an  even  playing  field,  VA  is  ex- 
tremely well  positioned  to  be  able  to  do  so.  VA  has  established  it- 
self in  the  foundation  of  American  medicine.  In  many  respects,  it 
is  but  a  microcosm  of  the  entire  medical  care  community.  At  a  cer- 
tain point,  however,  it  breaks  away  and  assumes  a  vitality  of  its 
own.  It  is  that  vitality,  Mr.  Chairman,  that  needs  to  be  exposed 
and  released  to  all  of  medicine.  It  needs  to  be  allowed  to  grow  and 
flourish.  VA  presents  a  unique  opportunity  to  lend  its  decades  of 
experience  and  innovations  to  the  national  debate.  A  lesson  can  be 
taken  from  its  employees  who  work  not  under  the  best  of  cir- 
cumstances or  do  not  earn  the  highest  of  salaries. 

Chairman  Rockefeller.  Dave,  your  time  has  expired.  You  have 
got  to  wind  it  up. 

Mr.  Gorman.  OK.  I  will  conclude  then,  Mr.  Chairman.  I  apolo- 
gize. 

Chairman  Rockefeller.  OK.  No  problem. 

[The  prepared  statement  of  Mr.  Gorman  appears  on  p.  270.] 

Chairman  Rockefeller.  OK,  Gordon. 

STATEMENT  OF  GORDON  H.  MANSFIELD,  ACTING  EXECUTIVE 
DIRECTOR,  PARALYZED  VETERANS  OF  AMERICA 

Mr.  Mansfield.  Thank  you,  Mr.  Chairman.  On  behalf  of  PVA 
and  its  members,  I  wish  to  thank  you  for  your  concentration  on 
this  vital  area.  To  all  PVA  members,  health  care  is  an  absolute  ne- 
cessity; that  is  the  bottom  line.  We  would  also  like  to  thank  you 
for  the  previous  opportunities  we  have  had  to  present  information, 
particularly  Dr.  Custis  and  his  group. 

I  think  perhaps  the  place  for  me  to  start  as  the  cleanup  batter 
here  is  to  go  straight  to  what  I  understood  Mrs.  Clinton  to  say  at 
our  meeting  in  the  White  House.  She  said  that  there  will  be  a  na- 
tional independent  VA  system,  she  said  that  there  will  be  a  basic 
package  of  benefits  to  folks  that  are  in  that  system,  she  indicated 
there  will  be  portability  for  folks  in  that  system,  she  indicated  that 
it  needs  to  be  economical,  and  she  indicated  that  there  would  be 
some  competition.  Given  the  fact  that  we  don't  know  absolutely 
what  we're  getting  into  but  we  do  know  that  there  is  change,  I 
think  we  have  to  posit  that  right  now  the  system  we  know  exists 
as  a  DOD  backup,  it  has  a  research  capability  that  is  a  national 
asset,  it  has  a  health  education  component  that  educates  half  of  the 
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medical  doctors  in  this  country,  and  it  provides  specialized  service, 
for  example,  to  spinal  cord  injured  persons. 

Given  the  fact  that  we're  changing  to  a  new  system,  I  think  we 
still  have  to  lay  out  here,  and  what  better  place  to  do  it,  that  no 
matter  what  happens  in  the  new  system,  the  obligation  of  this 
country  to  care  for  its  veterans  is  not  going  to  change.  That  is  a 
given  that  has  to  be  carried  over  and  it  is  something  that  we  need 
to  make  as  the  basis  for  whatever  arguments  we  have  to  make  in 
the  new  system. 

Given  that,  PVA  believes  that  there  are  some  elements  that  we 
need  to  look  at  no  matter  what  new  ball  game  we're  going  to  be 
in.  Those  include  some  that  have  been  mentioned  before — entitle- 
ment reform,  a  key  requirement.  The  system  should  have  a  core 
entitled  group  that  includes  service-connected  and  other  current 
statutory  entitled  veterans,  catastrophically  disabled  non-service- 
connected  veterans,  and  then  non-service-connected  veterans  who 
are  poor.  It  should  have  a  full  continuum  of  care  and  it  should  have 
capitated  funding. 

The  role  of  a  VA  in  an  AHP  environment  will  require  a  level 
playing  field,  and  that  involves  an  adequate  physical  support  infra- 
structure that  meets  the  needs,  staffing  that  is  adequate  in  num- 
bers and  skills  to  be  competitive  in  time  limits  and  quality  of  serv- 
ice, a  maintenance  of  affiliations  that  requires  well-balanced  pro- 
grams which  attract  a  range  of  patients  in  order  to  support  a  range 
of  residency  programs  and  attract  and  retain  top  quality  health 
manpower,  operational  streamlining,  and  perhaps  some  things  that 
they  don't  have  now  that  they  will  need  in  a  new  system  if  they 
are  to  be  competitive  to  some  degree,  include  such  items,  for  exam- 
ple, as  marketing  and  the  ability  to  identify  what  the  specific  costs 
for  each  patient  are. 

PVA  looks  forward  to  this  as  an  opportunity  for  the  VA  system 
to  be  better.  We  look  forward  to  your  continuing  support  and  we 
thank  you  for  that,  Mr.  Chairman. 

Chairman  Rockefeller.  Thank  you,  Gordon,  very  much. 

[The  prepared  statement  of  Mr.  Mansfield  appears  on  p.  279.] 

Chairman  Rockefeller.  I  note  from  each  of  you,  if  you  made  a 
compendium  of  the  comments,  that  there  is  a  strong  sense  that  we 
have  got  to  make  this  work.  I  think  there  was  a  strong  sense  of 
flexibility — we  recognize  change  is  coming  at  the  national  level, 
we're  ready  to  cooperate-— but  we  have  an  intense  feeling  that  we 
will  have  to  be  who  we  are  and  what  we  are.  It  is  very  interesting 
to  me  in  terms  of  two  things.  First,  is  national  health  care  reform, 
and  second,  and  I've  said  it  twice  now  but  I  mean  it,  the  Senate 
Veterans'  Affairs  Committee  is  on  some  people's  list  as  something 
that  has  to  be  eliminated  to  make  the  Congress  more  efficient. 
That  has  an  effect  on  all  of  us,  I  think.  It  focuses  our  attention  on 
what  we've  got,  how  lucky  we  are,  and  how  we  must  make  sure 
that  we  do  what  we  must  to  keep  it.  Those  are  just  some  observa- 
tions. 

You  have  all  in  one  way  or  another  referred  to  the  matter  of  com- 
peting. Obviously,  that  is  one  of  the  things  that  is  being  considered. 
We  are  going  to  have  to  compete  in  one  form  or  another  with  non- 
VA  facilities.  What  I  would  like  to  get  from  each  of  you,  although 
it  doesn't  have  to  be  everybody  if  you  want  to  wait  for  another 
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question — I  am  going  to  ask  you  about  marketing  and  why  do  vet- 
erans not  use  VA.  You  can  imagine  the  kinds  of  questions  I  am 
going  to  ask,  so  you  don't  all  have  to  answer  every  single  one  of 
them.  But  what  do  we  have  to  do  to  put  the  VA  health  care  system 
in  a  position  where  it  can  compete,  as  you  have  each  used  the 
word? 

Mr.  Mansfield.  Ill  jump  in  on  that  one.  I  think  the  primap^ 
issue  that  has  been  referenced  is  to  look  at  where  we're  going  in 
the  new  system  and  realize  that  currently  this  system  is  top  down, 
X  number  of  dollars  come  in,  they  come  down  from  the  top  and  you 
do  what  you  can  with  that.  If  we  are  going  into  the  new  system, 
my  understanding  is  that  we're  getting  into  a  system  where  the 
people  that  are  in  this  national  AHP,  if  that's  what  we  consider  it, 
are  then  entitled  to  at  least  a  basic  core  package  of  benefits  and 
those  benefits  are  going  to  be  provided.  So  we  are  then  looking  at 
a  bottom  up  system  where  those  veterans  and  their  needs  are  what 
are  going  to  control  the  allocation  of  resources,  define  what  the 
needs  are,  and  set  the  system  for  what  you  put  in  place  for  the 
bricks  and  mortar,  the  medical  people  that  work  there,  and  what 
tvpe  of  care  is  needed.  So  it  kind  of  like  reversing  things  from  top 
aown  to  bottom  up  is  what  we  are  potentially  lookmg  at. 

Chairman  ROCKEFELLER.  I  agree  with  that,  Gordon.  There  is 
going  to  be  well  baby  care,  prenatal  care,  things  which  the  VA 
hasnt  been  doing  over  the  years.  Just  give  me  your  sense,  all  of 
you,  of  what  do  we  have  to  do  to  compete  with  non-VA  hospitals. 
Not  just  the  question  of  given  a  perfect  world,  because  we're  not 
going  to  have  a  perfect  world,  were  still  going  to  be  appropriated 
and  all  the  rest  of  it  on  an  annual  basis.  Therefore,  with  that  in 
mind,  what  kinds  of  things  do  you  think  we  are  going  to  have  to 
do  to  compete? 

Dennis. 

Mr.  CuLLiNAN.  Mr.  Chairman,  as  I  mentioned  earlier,  the  first 
step  of  course  is  opening  up  VA  to  all  veterans.  That  is  the  first 
step  in  allowing  it  to  compete  with  other  HMOs  or  HPICs  or  what- 
ever term  is  applied  to  these  other  providers.  Second,  VA  has  to  be 
allowed  and  encouraged  to  provide  a  full  array  of  services  and  that 
is  from  inpatient,  outpatient  care,  health  care  maintenance,  and 
the  other  things  that  have  been  addressed  here  today.  Once  that 
is  accomplished,  once  these  services  are  in  place,  then  the  final, 
and  perhaps  in  a  way  the  most  important,  step  is  VA  has  to  sell 
itself  to  the  veteran  population.  It  has  to  promote  its  activities.  In 
other  words,  it  is  not  enough  just  to  build  a  good  package.  They 
have  got  to  let  veterans  know  that  it  is  there  and  available  to 
them. 

Chairman  ROCKEFELLER.  Let  me  broaden  the  question  then  into 
two  parts.  You  have  gotten  at  one  of  the  functions,  the  marketing 
function.  One  is  what  do  we  have  to  have,  what  do  we  have  to 
offer?  Second,  what  is  it  that  veterans  themselves  say  about  the  VA 
system  that  presents  us  with  what  you  describe  is  our  next  prob- 
lem, that  is,  marketing.  Let's  assume  we  get  what  we  want.  How 
are  we  going  to  market  it?  What  percentage  of  the  members  of  your 
various  organizations,  for  example,  use  VA  as  opposed  to  non-VA 
providers?  What  percentage  are  going  to  non-VA  providers  when 
they  could  use  VA  facilities?  How  do  we  get  at  all  of  that?  I'll  throw 
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out  a  bunch  of  questions,  and  I  will  come  back  to  you,  Gordon, 
don't  worry. 

Mr.  Gorman.  The  other  part  of  this,  and  I  think  people  have 
touched  around  it,  is  that  the  VA  does  all  of  these  things.  They  are 
able  to  compete  if,  given  the  chance,  veterans  could  utilize  the  sys- 
tem. They  have  virtually  every  service  or  program  or  treatment 
modality  that  can  be  thought  of.  The  problem  is  that  veterans  can't 
avail  themselves  of  all  of  those  programs.  For  example,  a  veteran 
may  very  well  be  entitled  to  inpatient  care  but  very  needed  and 
necessary  outpatient  care  to  maintain  his  health  or  her  health  can't 
be  provided  because  of  eligibility  restraints. 

Chairman  Rockefeller.  But  could  be  contracted. 

Mr.  GrORMAN.  Well,  there  may  not  be  any  basic  eligibility  for  that 
veteran  to  utilize  those  services.  So  to  market  the  VA  as  a  provider 
of  quality  care,  the  first  thing  that  it  would  have  to  do  is  to  make 
the  veteran  eligible  for  those  services  on  an  across-the-board  basis. 
Once  you  access  the  system,  once  you  are  found  eligible  for  care, 
then  you  are  in  fact  eligible  for  care  and  that  is  whenever  ana 
whatever  is  medically  necessary  to  take  care  of  the  particular  epi- 
sode that  you  are  seeking  to  care  for.  It  is  not  good  enough  to  go 
in  and  have  a  tumor  removed  from  your  leg  if  you  can't  avail  your- 
self of  outpatient  care  for  chemotherapy.  It  is  not  good  enough,  I 
don't  think,  to  be  able  to  access  an  inpatient  bed  when  the  same 
kind  of  care  can  be  provided  on  a  quality  basis,  more  timely,  and 
certainly  more  cost-efficiently  on  an  outpatient  basis. 

I  think  that  is  where  the  VA  needs  to  start.  And  it  is  not  the 
VA's  fault,  per  se,  that  they  are  where  they  are  at.  There  are  a  lot 
of  restraints  on  what  they  can  and  they  can't  do.  Removing  those 
I  think  is  a  good  first  step  to  having  the  VA  being  able  to  market 
itself  to  a  population  of  veterans  who  have  been  told  various  things 
in  the  past  but  it  all  equates  to  "we  can't  treat  you"  for  whatever 
variety  of  administrative  reasons. 

Chairman  Rockefeller.  Dave,  just  to  pursue  your  comment  a 
second.  In  today's  circumstances,  why  do  some  veterans  choose  not 
to  use  the  VA  but  instead  use  non-VA  providers?  What  does  it  say 
about  what  we  do  or  don't  do  with  the  VA  health  care  system? 
What  are  their  reasons  and  motivations?  I  want  to  get  into  that. 

Mr.  Gorman.  I  think  what  I  just  talked  about  may  be  one,  where 
they  have  gone  to  the  VA  at  one  point  in  time  and  they  have  been 
told  the  VA  couldn't  treat  them.  The  other  part  of  it,  I'm  sure,  is 
convenience  many  times.  It  is  access  of  a  veteran  living  50  or  100 
miles  away  from  a  VA  facility.  The  VA  facilities  I  think  are  built 
not  necessarily  where  veterans  are  or  where  they  necessarily  need 
to  be  built.  We  need  to  look  at  the  option  which  somebody  talked 
about,  of  leasing  authority  to  go  out  and  be  able  to  put  the  VA 
where  veterans  are.  Vet  Centers  are  a  very  viable  cost-effective 
way  to  provide  care  but  they  are  limited  in  what  they  can  do  right 
now  to  providing  readjustment  services  to  Vietnam  veterans.  We 
should  open  those  up  to  maybe  put  a  physician  assistant  in  the  Vet 
Centers  maybe  3  days  a  week,  a  physician  in  there  1  day  a  week 
with  privileges  to  have  veterans  in  the  community  come  to  the  VA, 
be  able  to  access  the  VA  easily  and  readily. 

I  think  once  you  do  that  some  of  that  suppressed  demand  is 
going  to  ease  up  and  you  are  going  to  see  that  there  is  no  lack  of 
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interest  in  using  the  VA  on  the  part  of  veterans.  It  is  simply  an 
ability  to  get  there  and  to  be  able  to  get  in  and  avail  themselves 
of  treatment. 

Chairman  Rockefeller.  Let  me  interrupt  for  just  a  moment.  I 
know  Senator  Specter  is  here  and  we  obviously  would  obviously 
welcome  his  comments  and  thoughts. 

OPENING  STATEMENT  OF  SENATOR  SPECTER 

Senator  Specter.  Thank  you  very  miich,  Mr.  Chairman.  I  regret 
that  I  could  not  be  here  earlier  and  I  can  only  be  here  for  a  mo- 
ment or  two.  We  are  hearing  Secretary  Bentsen  in  the  Foreign  Op- 
erations Subcommittee  of  the  Appropriations  Committee.  I  iust 
wanted  to  stop  by  to  commend  you,  Mr.  Chairman,  for  holding 
these  hearings.  I  am  represented  by  staff  and  I  will  be  reviewing 
the  notes. 

I  wanted  especially  to  welcome  Dr.  Dan  van  Kammen,  Chief  of 
Staff  for  the  Highland  Drive  VA  Medical  Center  in  Pittsburgh,  who 
will  be  on  the  second  panel.  He  will  be  appearing  here  as  rep- 
resentative of  the  American  Psychiatric  Association.  Dr.  Kammen 
is  an  outstanding  professional  and  I  think  his  testimony  will  be 
very  important.  I  make  those  comments  without  any  intention  to 
slight  anybody  else  who  is  testifying  here  today;  I  know  you  are  all 
well-established  professionals  and  I  thank  you  for  the  testimony 
you  are  giving.  Thank  you,  Mr.  Chairman,  for  permitting 

Chairman  Rockefeller.  You  are  sort  of  implying  that  unless 
you  are  from  West  Virginia  or  from  Pennsylvania,  you  haven't  real- 
ly got  it?  Is  that  basically  the  thrust  therer  [Laughter.] 

Senator  Specter.  I  certainly  wouldn't  want  to  just  imply. 
[Laughter.] 

Chairman  Rockefeller.  Thank  you,  Senator  Specter. 

Now,  what  we  were  doing  is  discussing  if  we're  going  to  have  to 
compete  in  the  new  deal,  so  to  speak,  with  national  health  care  re- 
form, and  that's  one  of  the  things  being  considered 

Senator  Specter.  Which  new  deal  is  that? 

Chairman  ROCKEFELLER.  We  don't  know  yet,  but  when  the  plan 
comes  out  it  is  going  to  be  some  kind  of  a  new  deal  for  all  of  us, 
and  we  are  discussing  what  we  have  to  do  within  VA,  what  our 
shortcomings  are.  If  we  are  going  to  have  to  compete  with  non-VA 
facilities,  wnat  do  we  have  to  do?  How  are  we  going  to  be  able  to 
market  ourselves?  Why  is  it  that  some  veterans  aren't  coming  to 
VA  who  might  be  coming;  what  do  we  have  to  do  to  get  them?  That 
whole  kind  of  area. 

Senator  Specter.  Mr.  Chairman,  I  think  that's  a  matter  of  enor- 
mous importance.  My  regret  is  that  we  have  not  had  the  program 
before  us  so  that  we  could  make  plans  along  that  line.  And  I  know 
you  have  been  a  leader  in  this  area,  I  have  worked  on  it  for  the 
I2V2  years  I  have  been  in  the  Senate  in  my  capacity  on  the  Labor, 
Health  and  Human  Services,  and  Education  Subcommittee  of  Ap- 
propriations. I  have  introduced  substantial  legislation  and  am  con- 
sidering introducing  an  amendment  on  the  pending  bill  which  is  on 
environmental  protection  although  it  does  not  relate  to  health  care. 
I  am  very  distressed  at  the  long  lapse  in  tackling  the  subject.  I  un- 
derstand the  considerations  of  the  new  Administration  and  I  want 
to  cooperate  with  the  new  President  in  any  way  I  can.  I  am  very 
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much  concerned  that  we  will  not  be  doing  it  this  year  and  the 
steam  will  be  gone.  But  this  is  a  matter  of  just  overwhelming  im- 
portance. 

One  of  the  great  problems  we  face  is  that  every  time  we  turn 
around  there  is  a  matter  of  overwhelming  importance.  I  just  left 
the  Agriculture  Subcommittee  taking  up  the  questions  of  exports  of 
agricultural  products  and  Secretary  Bentsen  is  talking  about  bil- 
lions of  dollars  for  the  multinational  bank  and  you  men  and  women 
are  talking  about  important  subjects.  It  is  just  not  possible  for 
those  of  us  on  these  committees  to  give  the  kind  of  attention  we 
would  like.  But  we  just  have  to  get  on  with  the  issue  of  health  care 
because  it  is  a  matter  of  enormous  importance.  Senator  Rockefeller 
chaired  a  committee  last  year  and,  try  as  we  may,  we're  just  not 
moving  as  fast  as  I  think  we  should. 

Chairman  Rockefeller.  But  I  think  we  can,  and  I  don't  say  this 
in  contradiction  to  Senator  Specter  at  all.  Actually  I  want  to  say 
this  anyway.  I  think  we  can  pass  health  care  this  year  and,  in  fact, 
I  think  we  have  to  pass  health  care  this  year.  In  fact,  I  will  go  one 
step  further.  I  think  if  we  don't  pass  health  care  this  year,  we  prob- 
ably won't  pass  it  next  year.  The  750  health  care  trade  associations 
out  there — ^read  "lobbyists" — are  ready  to  tear  this  thing  apart.  I 
think  from  a  political  point  of  view,  whether  you  are  a  Governor 
or  whether  you  are  a  President,  your  power  is  strongest  in  your 
first  year  in  office,  and  then  it  begins  to  diminish.  Then,  if  you  are 
reelected,  you  have  one  more  good  year  and  then  it  begins  to  di- 
minish again. 

I  pointed  out  to  a  television  station  yesterday — no,  in  fact  I  point- 
ed this  out  to  the  President  of  the  United  States  in  Jamestown, 
Virginia,  on  Saturday  night — that  I  spend  half  my  time  answering 
questions  from  reporters  who  are  writing  stories  why  health  care 
can't  pass  in  1993.  Once  people  start  talking  that  way,  then  it  be- 
comes a  self-fulfilling  prophecy.  Senator,  I  was  going  to  say  this 
whether  you  were  here  or  not,  so  this  has  nothing  to  do  with  what 
you've  said,  because  a  lot  of  people  are  saying  that.  In  other  words, 
once  credible  people  start  saying  this  is  going  to  be  very  hard  to 
do — to  do  an  economic  reduction  package  of  a  half  trillion  dollars 
plus  a  whole  health  care  plan — ^then  people  say,  gee,  we  have  never 
done  health  care  plus  all  this  other  stuff.  Well,  of  course  we 
haven't. 

The  thing  I  always  trot  out  is  that  in  the  Second  World  War 
when  the  Japanese  took  over  Indonesia  and  the  Philippines  and 
Malaysia  and  a  couple  of  other  places  that  had  natural  rubber,  all 
of  a  sudden  we  had  a  force  full  of  jeeps  that  had  no  replacement 
tires  and  in  about  4  or  5  months,  classically  in  the  American  tradi- 
tion, a  professor  at  the  University  of  Notre  Dame  invented  some- 
thing called  synthetic  rubber.  When  we  have  to  do  something  in 
this  country,  we  find  a  way  to  do  it.  I  think  this  is  one  of  those 
situations  where  we  have  got  to  do  it  and  we  have  got  to  do  it  this 
year. 

I  understand  the  difficulties,  but  I  want  to  say  to  the  veterans 
community  that  I  am  not  looking  at  1994.  I  am  looking  at  doing 
it  on  December  22  because  I  need  2  days  for  Christmas  shopping. 
[Laughter.] 
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On  December  22,  1993,  we  can  do  it.  We  can  do  our  budget  and 
economic  plan,  reconciliation,  all  that  by  Memorial  Day  or  we  can 
do  it  just  prior  to  our  August  recess,  and  then  we  will  still  have 
3  or  4  months  and  all  the  intervening  time  from  whenever  the 
President  introduces  the  health  plan  to  discuss  it  and  to  hold  hear- 
ings on  it.  Is  it  going  to  be  controversial?  Of  course  it  is.  Is  it  the 
most  important  undertaking  this  legislature  has  ever  undertaken? 
Of  course  it  is.  But  we  can  do  it  and  we  have  to  do  it.  I  just  say 
that. 

Senator  Specter.  May  I  associate  myself  with  your  remarks,  Mr. 
Chairman.  I  think  those  are  very  important  remarks.  You  are 
known  for  your  innovation  and  I  hope  you  will  join  me,  if,  as,  and 
when  I  offer  my  amendment,  crossing  party  lines.  I  wrote  down 
three  things  you  said — we  must  pass  it  this  year,  we  will  pass  it 
this  year,  if  not  this  year,  we  won't  pass  it  next  year.  May  the 
record  show  that  the  Chairman  is  nodding.  I  won't  ask  him  for  an 
affirmative  response.  I  agree  with  you  conclusively  on  two  of  those, 
and  I  have  a  doubt  about  whether  we  will  pass  it  this  year,  but 
I  think  we  have  to  make  our  maximum  effort  to  do  that.  Only  if 
we  do  that  can  you  then  tackle  the  kinds  of  issues  which  you  are 
looking  at  here  today  which  are  so  enormously  important.  Thank 
you  for  the  dialog. 

Chairman  Rockefeller.  It  is  an  important  one  and  I  agree  with 
you  about  that.  But  I  think  there  is  a  shading.  I  could  perfectly 
well  go  ahead  and  say  I  think  we  can  pass  this  in  1993  if  such  and 
such  nappens.  If  it  is  bipartisan — we  learn  from  the  stimulus  deba- 
cle, where  both  our  parties  were  at  fault  regardless  of  the  merits 
of  the  package.  What  basically  happened  is  I^publicans  and  Demo- 
crats held  hands,  walked  to  the  brink,  and  then  walked  right  over 
the  cliff".  I  am  not  trying  to  say  that  the  stimulus 

Senator  Specter.  I  agree  with  that  except  for  the  holding  of  the 
hands.  [Laughter.] 

Chairman  Rockefeller.  Senator,  I  am  trying  to  reach  deep  into 
my  soul  here.  [Laughter.] 

I  don't  want  to  be  mistreated  by  your  keen  wit  here.  [Laughter.] 

I  think  that  both  parties  need  to  have  learned  a  lesson  from  this 
stimulus  package  debacle,  because  we  have  found  out  now  that  we 
can,  in  fact,  cause  things  to  fail,  that  either  party  can  make  the 
other  one  do  badly.  I  don't  think  that  is  what  the  American  people 
want.  I  know  the  American  people  are  angry  about  health  care,  the 
veterans  are  worried  and  angry  about  health  care;  all  of  us  are.  So 
my  instinct  is  always  to  say  we're  going  to  get  it,  we're  going  to 
get  it  this  year.  I  happen  to  believe  that,  and  I  encourage  all  of  you 
to  think  and  talk  that  way.  Because  every  time  I  say,  yes,  I  think 
we  can  get  it  in  1993  but  if  we  can't — then  that  becomes  the  story 
and  then  as  people  read  it,  then  it  becomes  more  credible  to  say 
it,  and  on  and  on  and  on.  So  then  the  prophecy  fulfills  itself  That's 
my  point. 

Now  I  have  interrupted  you  hugely  and  I  apologize.  Mike,  go 
ahead. 

Mr.  Brinck.  Mr.  Chairman,  two  points;  one  to  address  your  ques- 
tion, then  and  I  would  sort  of  pose  a  question  back  to  you  in  terms 
of  the  competition.  Could  you  imagine  a  private  sector  hospital  that 
had  somebody  stand  out  by  the  front  door  as  a  greeting  person  ask- 
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ing  each  person  as  they  approached  the  facility,  "Were  you  injured 
while  you  were  a  resident  of  our  fair  city?  Are  you  coming  back  for 
treatment  connected  to  an  injury?"  In  other  words,  what  we  have 
all  said  here  has  absolutely  nothing  to  do  with  national  health  care 
reform.  Everything  we  have  said  can  be  done  without  national 
health  care  reform.  We  need  national  health  care  reform  but  we 
can  do  the  VA  without  it. 

Chairman  Rockefeller.  I  am  in  agreement.  But  I  am  askine 
the  question,  Mike,  because  of  the  debate  now  about  national 
health  care  reform.  I  agree  with  you,  we  should  be  asking  these 
questions  even  if  the  national  health  care  weren't  on  the  board.  But 
it  is  and  people  aren't  sure  of  its  direction.  One  of  the  reasons,  inci- 
dently,  that  I  want  to  have  national  health  care  passed  this  year 
rather  than  next  year,  is  if  you  give  535  people  more  time  to  think 
about  all  of  this,  it  could  be  that  the  veterans  will  come  out  less 
successfully,  because  people  will  grow  more  cost-conscious  in  the 
second  year  than  in  the  first  year.  I  don't  know. 

Frank. 

Mr.  Buxton,  Mr.  Chairman,  just  a  couple  of  comments.  We  don't 
believe  that  the  VA  needs  to  get  into  the  well  baby  business.  I 
think  they  need  to  get  into  the  well  veteran  business.  There  are  a 
lot  of  things  out  there,  preventive  health  care  programs  and  so 
forth,  that  the  VA  could  make  themselves  competitive  in  if  they 
market  those  kinds  of  programs.  The  VA,  by  the  nature  of  its  fund- 
ing and  so  forth,  needs  to  break  the  mold  of  what  they  are.  Their 
forte  has  never  been  public  relations  in  the  VA  because  they  have 
never  had  to  do  that  and  they  need  to  get  out  and  market  them- 
selves to  veterans. 

There  are  a  couple  of  things  that  have  been  placed  on  hold.  The 
VA  has  a  very  sound  health  care  plan  of  their  own  where  they  are 
reassigning  missions  and  so  forth.  They  have  an  eligibility  reform 
package  that  is  sitting  waiting  to  move.  And  there  has  been  some 
legislation  in  the  past  in  regard  to  reimbursement  schemes  for  the 
VA.  i^l  of  these  things  have  been  placed  on  hold  and  we're  not  so 
sure  that  needs  to  be.  We're  not  so  sure  that  they  shouldn't  move 
ahead.  Everybody  says  that  nobody  should  move  until  thev  hear 
what  the  task  force  is  going  to  come  up  with  in  regard  to  tne  VA. 
We  feel  the  VA  is  going  to  exist  regardless  of  what  wav  they  might 
have  to  shape  themselves  but  we  don't  believe  that  they  ought  to 
remain  frozen  in  fear,  so  to  speak,  by  placing  all  of  their  plans  that 
are  going  to  affect  veterans  in  the  future  on  hold.  They  need  to 
move  ahead. 

They  are  struggling  with  their  public  image  pertaining  to  quality. 
We  hold  that  if  the  private  sector  was  examined  under  a  micro- 
scope like  the  VA  is  examined  under  a  microscope  by  a  myriad  of 
governmental  and  nongovernmental  agencies  that  the  VA  wouldn't 
look  so  bad  if  they  were  held  to  the  same  standard.  They  are  held 
to  standards  that  are  far  and  above  the  standards  that  the  private 
sector  is  held  to  in  certain  instances.  Every  time  something  goes 
wrong  in  the  VA,  it  is  suddenly  all  over  the  newspapers  because 
there  is  a  microscope  on  the  VA.  If  they  are  going  to  compete  with 
the  private  sector,  they  need  to  be  under  the  same  scrutiny  that 
the  private  sector  is  under.  Not  to  suggest  that  their  quality  of 
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health  care  should  be  allowed  to  diminish  by  any  means,  but  I 
think  there  is  a  certain  nitpicking  that  goes  on  with  the  VA. 

Chairman  Rockefeller.  Frank,  let  me  followup  then,  and  Paul, 
you  come  back  to  anything  you  want,  but  let  me  followup  on  that 
question  with  another  one  I  have.  Basically,  most  of  you  have  indi- 
cated that  VA  should  collect  reimbursement  from  Medicare  for  cer- 
tain veterans  who  are  eligible  for  both  VA  health  care  and  Medi- 
care. Facilities  and  providers  that  now  receive  Medicare  reimburse- 
ment are  highly  regulated  by  the  Department  of  Health  and 
Human  Services — the  Health  Care  Financing  Administration 
(HCFA) — ^hi^hly,  highly  regulated.  If  VA  were  auuiorized  to  receive 
Medicare  reimbursement,  do  you  believe  that  VA  should  be  subject 
to  the  same  HHS  regulations  as  non  VA  facilities  and  providers  are 
now?  I  don't  mean  to  cut  you  off,  Paul,  but  I  wanted  to  followup, 
Frank,  with  that  question  to  any  of  you  who  want  to  answer  it. 

Mr.  CULLINAN.  Mr.  Chairman,  this  is  something  that  we  ad- 
dressed a  year  or  so  ago  when  there  was  a  proposal  to  subject  I 
think  it  was  VA  laboratories  to  certain  HHS  standards.  Our  posi- 
tion now  given  the  overall  system  is  the  same  as  it  was  then  with 
that  particular  instance.  We  think  that  VA  should  be  held  to  the 
highest  possible  standards;  however,  we  don't  think  it  should  be 
subject  to  regulation  by  an  outside  Federal  entity.  We  don't  think 
HHS  should  suddenly  come  in  and  regulate  the  standards  and  care 
provided  by  VA. 

Chairman  ROCKEFELLER.  You  get  Medicare  from  HHS.  That  is 
one  of  the  things  we  have  got  to  look  at. 

Mr.  Gorman.  There  was  some  concern  I  think,  Mr.  Chairman, 
that  during  the  course  of  the  debate  about  whether  VA  should  bill 
private  insurance  companies  for  funds,  that  threw  open  a  whole 
new  pandora's  box  of  how  are  the  insurance  companies  going  to 
force  VA  to  comply  with  their  billing  standards  and  so  on  and  so 
forth.  I  think  that  has  been  resolved  to  everybody's  satisfaction, 
perhaps  not  the  insurers  but  at  least  they  are  paving  the  VA. 

I  would  think  that,  first,  the  VA  is  regulated  now,  as  someone 
pointed  out,  by  a  whole  host  of  entities  from  the  outside  and  they 
nold  up  very  well  to  that.  That  is  not  to  say  that  HHS  regulatory 
authority  is  the  one  that  should  be  in  place  anyway.  Perhaps  the 
VA  standards  of  care  that  is  delivered  are  higher  than  standards 
set  by  someone  else.  I  think  the  VA  meets  the  Joint  Commission 
standards.  That,  in  and  of  itself,  may  not  be  sufficient  but  that  is 
a  good  starting  point  to  saying  does  this  meet  the  criteria  as  estab- 
lished by  HHS  or  HCFA. 

Chairman  Rockefeller.  Medicare  is  one  of  the  things  I  think 
we  need  to  think  about.  We  don't  have  to  decide  it  today,  we've  ^ot 
time.  But  it  would  not  be  surprising  to  me  if  those  in  the  majority 
in  Congress  who  deal  with  Medicare,  which  has  been  cut  back  al- 
ready $55  billion  by  the  President  for  deficit  reduction  purposes — 
none  for  seniors,  none  for  health.  There  is  a  good  deal  of  talk  going 
on  about  taking  the  rest  of  Medicare,  which  is  predicted  by  some 
to  go  belly  up  in  the  year  2002,  so  it  would  not  surprise  me  if  some 
in  Congress  moved  to  really  get  a  hold  of  Medicare  and  make  that 
a  lot  more  efficient.  In  fact,  I  was  talking  with  the  American  Asso- 
ciation of  Retired  Persons  (AARP)  vesterday  and  they  agree  with 
that.  So  there  is  a  certain  logic,  I  m  just  saying,  that  if  you  get 
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Medicare  from  HHS,  you  get  the  rest  of  what  people  get  from  HHS. 
I  think  that  is  something  we  have  got  to  consider. 

Gordon.  Paul,  I  owe  you,  but  Gordon  first. 

Mr.  Mansfield.  I  go  back  to  my  earlier  comments  and  make  the 
point  we  have  to  figure  out  first  of  all  what  is  the  VA  going  to  be 
in  the  new  system  and,  for  example,  if  it  is  going  to  continue  to 
be  a  national  asset  in  research,  is  it  going  continue  to  be  a  DOD 
backup.  If  it  is  going  to  maintain  the  health  education  and  special- 
ized medicine  fields,  then  I  don't  see  any  reason  why  we  have  to 
compare  it  to  what  they  are  doing  in  Medicare.  In  other  words,  it 
has  additional  obligations  or  additional  duties  or  additional  medical 
functions  or  related  medical  functions  that  are  a  part  of  this  sys- 
tem and  I  don't  see  that  we  have  to  automatically  assume  that 
what  they  are  doing  over  in  Medicare  is  the  right  tning  to  impose 
on  this  system. 

If  I  could  go  back  to  a  previous  question,  I  think  one  of  the  things 
that  we  have  to  realize,  and  Mrs.  Clinton  said  this,  she  looks  at 
VA  in  the  new  process,  she  sees  it  as  a  national  system  but  not  a 
universal  system.  I  think  that  is  an  important  key  that  we  have 
to  look  at  here.  PVA's  position  is  we  realize,  and  Strategy  2000 
dealt  with  some  of  these  issues,  that  the  VA  is  not  in  position  to 
deal  with  each  and  every  veteran  just  by  location  in  some  regions. 
So  I  think  we  have  to  recognize  that  the  potential  is  there  to  lose 
veterans  fi*om  the  existing  system  to  other  AHPs  or  whatever  we 
wind  up  with. 

And  you  mentioned  why  aren't  they  going  to  come  in.  What 
PVA's  health  policy  folks  did  discover  when  tney  did  the  basic  re- 
search for  Strategy  2000  was  why  they  do  come  in,  and  maybe  if 
we  knew  that  it  would  help  us  to  discuss  why  they  might  go  out. 
Thirty-six  percent  of  the  veterans,  and  I  believe  these  are  1991  fig- 
ures, came  in  because  they  said  the  VA  provided  the  needed  serv- 
ice, 38  percent  came  in  because  of  the  cost  for  service-connected  or 
for  low  income  non-service-connected,  and  I  don't  have  the  absolute 
figure  but  the  other  top  one  was  convenience  or  availability.  I  think 
if  you  looked  at  all  three  of  those  features,  it  would  give  us  an  un- 
derstanding of  why  folks  are  in  the  system  and  we  may  be  able  to 
figure  out  why  they  would  go  out  of  the  system. 

Chairman  Rockefeller.  Paul. 

Mr.  Egan.  Thank  you,  Mr.  Chairman.  If  I  understand  your  sec- 
ond question  correctly,  you  are  asking  should  the  VA  be  held  to  the 
same  standards  as  required  in  Medicare  as  set  forth  by  HHS.  I  am 
assuming  that  by  that  question  you  are  meaning  the  same  stand- 
ards of  medical  practice.  Is  that 

Chairman  Rockefeller.  No,  I  actually  didn't  mean  that.  One 
could  infer  that,  but  I  meant  would  VA  get  the  same  regulatory 
oversight — attention — that  everybody  else  that  gets  Medicare  gets 
from  HHS. 

Mr.  Egan.  My  understanding  of  your  question  and  what  your 
question  actually  is  are  pretty  closely  related  and  it  would  seem  to 
me  that  the  only  answer  to  that  question  is  most  assuredly.  The 
VA  has  nothing  to  fear  if  it  already  can  meet  those  standards.  But 
I  think  it  is  very,  very  important,  again  going  back  to  your  original 
question  about  competition,  to  assure  veterans  who  might  use  this 
system,  who  might  decide  to  use  it  who  haven't  used  it  in  the  past, 
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those  who  are  currently  using  it  who  might  continue  to  use  it,  to 
assure  those  individuals  that  there  is  sufficient  oversight  to  guar- 
antee that  there  is  a  health  care  product  that  they  can  feel  sme  in 
using. 

Chairman  Rockefeller.  That's  interesting,  Paul.  In  other 
words,  almost  as  a  market  mechanism,  you  are  suggesting. 

Mr.  Egan.  That's  right. 

Chairman  Rockefeller.  We  can  stand  up  to  anything  anybody 
else  can. 

Mr.  Egan.  Absolutely. 

Chairman  Rockefeller.  I  think  that's  interesting. 

Mr.  Egan.  You  asked  initially  what  is  it  going  to  take  for  people 
like  those  of  us  at  the  table  here  to  use  the  VA  here  in  Washington. 
I  did  a  really  kind  of  interesting  exercise  on  a  variety  of  occasions 
while  traveling  last  vear  where  I  would  address  a  group  of  my 
members  and  I  would  say,  "How  many  of  you  here  are  service-dis- 
abled veterans,  raise  your  hand."  And  some  of  them  would  raise 
their  hands.  "Of  those  of  you  who  have  just  raised  your  hands,  how 
manv  use  the  VA  for  health  care?"  Many  fewer  would  raise  their 
hands.  "Those  of  you  who  are  currently  using  the  VA  for  health 
care,  how  many  of  you  would  leave  the  VA  if  you  had  an  alter- 
native?" And  then  everybody  raises  their  hands.  What  it  is  that  VA 
has  to  provide  is  both,  as  we  have  already  discussed,  accessibility, 
which  is  problematic,  but  equally  importantly  it  has  to  provide  a 
quality  product  that  is  defined  by  what  the  consumer  considers 
quality.  A  veteran  has  to  go  the  VA  and  be  seen  on  time  by  capable 
and  competent  professionals,  sufficient  numbers  of  those  profes- 
sionals. He  has  to  be  able  to  rely  on  the  medical  facility  not  ignor- 
ing the  fact  that  they  have  already  had  a  complete  battery  of  tests 
done  6  months  ago  that  are  going  to  have  to  be  repeated  for  the 
benefit  of  some  student.  It  is  something  as  simple  as  being  sure 
that  the  VA  can  provide  a  telephone  in  the  room  where  the  veteran 
is  being  housed.  These  are  all  things  that  are  so  obvious  to  the  user 
of  the  system  but  not  at  all  obvious  to  others  with  a  proprietary 
stake  in  the  system.  Veterans  need  to  know  that  they  are  not  going 
to  be  treated  like  lab  rats. 

Chairman  Rockefeller.  Yes.  Good  point. 

Yes,  Frank. 

Mr.  Buxton.  Mr.  Chairman,  it  would  be  interesting  to  find  out 
whether  the  VA's  delivery  system  has  ever  really  been  exposed  to 
the  Medicare  regulations.  It  would  be  interesting  to  know  if  they 
have  ever  seen  if  they  can  fit  into  that  mold.  The  VA  has  the  PROs 
that  Medicare  requires,  they  have  quality  assurance  programs, 
they  are  accredited  by  the  Joint  Commission,  they  give  uncompen- 
sated care,  we  all  know  that,  they  have  residency  programs  that 
educate  50  percent  of  the  doctors  in  this  country,  they  have  utiliza- 
tion review.  It  would  certainly  behoove  us  as  a  group,  I  would  sug- 
gest, to  see  if  the  Medicare  regulations  would  allow  the  VA  to  func- 
tion under  Medicare  reimbursement. 

Chairman  Rockefeller.  Can  I  ask  another  question.  Dennis, 
did  you  want  to  say  something? 

Mr.  CULLINAN.  I  was  just  going  to  add  one  other  point  with  re- 
spect to  the  issue  of  HHS  oversight  of  VA  or  the  potential  over- 
sight. A  critical  distinction  has  to  be  draw^.  The  VA  health  care 
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system  is,  in  fact,  a  health  care  system.  It  is  subject  to  outside  re- 
view and  oversight,  it  is  subject  to  congpressional  oversight.  HHS  is 
not  really  a  system,  it  is  a  payer,  it  is  a  Federal  payer  to  other 
independent  providers  of  health  care.  Accordingly,  they  need  the 
rules  to  keep  their  providers  in  line.  VA  is  quite  a  different  entity. 

Chairman  Rockefeller.  Good  point.  This  is  interesting.  Many  of 
you  have  indicated  that  veterans  should  have  as  much  flexibility  as 
other  Americans  in  choosing  among  health  care  providers,  and  I 
agree.  Assuming  that  the  President  s  plan  will  require  all  Ameri- 
cans to  enroll  in  specific  health  plans  on  an  annual  basis  and  to 
follow  the  plans'  rules  about  which  providers  they  can  see,  do  you 
think  veterans  should  be  required  to  enroll  in  the  VA  system?  If 
they  choose  not  to  enroll  in  the  VA  system,  do  they  forfeit  the  right 
to  use  a  VA  facility  or  receive  VA  payment  for  care  until  the  next 
annual  enrollment  period?  I  am  just  trying  to  make  life  difficult. 

Yes,  Paul. 

Mr.  Egan.  That's  an  interesting  question. 

Chairman  Rockefeller.  It  is,  isn't  it? 

Mr.  Egan.  Let  me  respond  to  it  in  two  ways.  First  of  all,  to  say 
to  a  veteran  that  because  you  are  a  veteran  you  are  for  any  reason 
required  to  use  the  VA,  that  would  be  an  incredible  mistake,  I 
think  every  elected  Member  of  Congress  would  hear  with  great  cer- 
tainty from  their  constituents  if  veterans,  because  they  were  veter- 
ans, were  required  to  use  the  VA.  But  the  other  question  I  think 
is  a  legitimate  question  to  ask,  and  that  is  to  what  extent  do  we 
address,  for  example,  service  disabled  veterans  who  opt  not  to  use 
the  VA.  Most  of  them  don't  use  the  VA  today,  but  what  special  con- 
sideration, if  any,  are  we  going  to  give  the  service  disables  who  opt 
out  of  the  system.  Let  us  suppose  that  enrolling  in  a  non-VA  pro- 
vider health  HMO  in  a  competitive  environment  costs  x  amount  of 
dollars.  Are  we  going  to  give  the  veteran  that  is  service  disabled 
any  kind  of  a  break  on  that  cost  or  that  premium? 

So  getting  along  with  your  question  here,  it  is  not  only  looking 
at  what  we  can  do  with  the  VA  to  take  care  of  veterans,  but  what 
are  we  going  to  do  with  the  veterans  who  are  most  deserving  and 
who  will  opt  out  of  the  system.  In  our  testimony,  we  recommend 
some  things  that  should  definitely  be  done  to  address  that  very  real 
likelihood. 

Chairman  Rockefeller.  Michael. 

Mr.  Brinck.  I  would  say  that  depends  on  how  you  are  going  to 
define  the  VA  system.  Taken  to  its  extreme,  if  it  is  one  facility  in 
one  location,  obviously  you  wouldn't  expect  everybody  to  show  up 
there  or  be  required  to  show  there  for  treatment.  If  the  VA  is  re- 
modeled along  the  lines  that  we  have  addressed  with  eligibility  re- 
form, with  expanded  preventive  care  at  a  more  local  level,  and  all 
of  the  other  things  that  we've  addressed,  while  it  wouldn't  be  ap- 
propriate to  require  them  to  show  up,  certainly  in  a  competitive  en- 
vironment the  veterans  may  want  to  show  up.  I  got  some  statistics 
I  think  it  was  part  of  the  workup  for  the  IB,  in  1991  57  percent 
of  all  the  veterans  in  the  United  States  were  either  service  con- 
nected or  met  the  category  A  eligibility  requirements  in  one  way 
or  another.  That  is  what  the  statistics  say,  I  am  not  going  to  swear 
on  a  Bible  to  it,  but  there  are  a  lot  of  folks  out  there  that  meet 


108 

the  requirements  right  now  that  aren't  using  the  svstem.  And  if  the 
system  is  designed  properly,  I  suspect  they  would  use  the  system. 

Should  they  De  required  to  use  the  VA?  Absolutely  not.  We  sort 
of  addressed  it  in  part  of  our  testimony  that  if  an  employer  is  re- 
quired to  pay  a  national  health  care  tax  of  some  sort  or  if  each  of 
us  is  required  to  pay  a  national  health  care  tax,  Paul  addressed  it, 
we  ought  to  get  a  break.  I  State  in  my  testimony  there  should  be 
preference.  What  we  are  looking  for  is  a  break  for  veterans  beyond 
what  the  general  public  gets.  I  think  in  its  most  basic  form  that 
is  what  we  are  saying,  is  that  by  service  to  the  country  we  have 
earned  a  break  someplace.  Whether  it  is  through  a  tax  break  for 
both  the  employer  and  an  employee,  which  would  also,  by  the  way, 
help  to  hire  some  veterans  and  that  would  be  a  good  way  to  go,  re- 
gardless of  the  manner,  we  are  looking  for  some  sort  of  advantage. 
If  its  an  expanded  range  of  services  beyond  the  package  that  is  of- 
fered to  the  general  public,  great.  That  would  allow  the  VA  to  com- 
pete for  the  veterans'  business. 

Mr.  Gorman.  Mr.  Chairman,  first  off,  I  think  we  are  all  citizens 
first  and  we're  veterans  second.  So  I  think  another  way  to  ask  your 
question  should  veterans  be  restricted  to  go  to  the  VA,  another  way 
to  ask  that  is  should  veterans  be  precluded  fi*om  going  to  the  VA. 
I  don't  think  they  should. 

Let  me,  if  I  could,  add  a  personal  touch  to  this.  I  am  a  veteran 
and  I  am  100  percent  service-connected  disabled.  I  go  to  the  VA 
and  I  use  the  VA  as  my  provider  of  health  care.  I  do  so  for  a  num- 
ber of  reasons.  One  is  I  believe  that  I  am  going  to  get  quality  care. 
As  Mr.  Egan  points  out,  as  a  consumer  I  nave  to  measure  that.  I 
may  not  be  always  in  the  best  position  to  determine  and  measure 
what  is  quality  care  but  my  perception  is  that  it  is  at  the  VA  hos- 
pital, and  I  use  the  one  out  here  in  Washington,  DC.  I  also  know 
that  when  I  walk  through  the  doors,  because  of  my  disability  sta- 
tus, I  can  avail  myself  of  what  I  need  and  what  they  can  provide 
to  me.  That  is,  when  I  go  in  for  a  certain  thing  and  they  may  detect 
something  else  when  examining  me,  I  know  I  am  going  to  be  pro- 
vided that  service.  I  don't  have  to  go  from  a  doctor's  office  to  an 
x-ray  lab,  to  another  place,  to  another  place,  and  back  to  the  doc- 
tor's office  again.  I  feel  confident  and  I  feel  comfortable  with  the 
service  I  am  getting. 

Should  the  VA  be  required  if  a  veteran  chooses  to  go  to  a  source 
outside  of  the  VA  for  the  provision  of  care  and  have  VA  pay  for  it. 
I  don't  know  the  answer  to  that  except  that  would  place  a  tremen- 
dous amount  of  accountability  factor  on  the  VA  to  assure  that  what 
is  being  provided  to  that  veteran  for  VA  paid  dollars  to  the  pro- 
vider is  in  fact  the  right  kind  of  treatment  and  is  quality  treatment 
and  they  are  not  being  overcharged  and  the  veteran  is  not  being 
underserved. 

Chairman  Rockefeller.  OK  Gordon. 

Mr.  Mansfield.  I  think  your  question  makes  some  assumptions 
and  one  of  them  may  be  that  we  are  talking  only  about  a  basic 
package  of  benefits  as  defined  by  the  national  group's  definition.  I 
think  you  have  to  take  it  a  couple  of  steps  furtner  as  we  outlined 
in  the  written  testimony.  PVA  believes  that  you  have  to  look  at  it 
on  a  two  part  basis.  For  example,  if  you  consider  that  there  is  a 
basic  package  but  other  folks  in  other  non-VA  AHPs  are  able  to  get 
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the  basic  package  of  benefits  but  then  buy  into  a  higher  level  of 
care  if  they  want  to  spend  their  money  for  it,  then  you  have  to 
transfer  that  idea  over.  What  we  have  said  is  you  have  to  recognize 
that  while  the  VA  is  a  national  system  it  is  not  universal. 

The  other  thing  we  have  to  figure  out,  again,  is  what  is  the 
methodology  the  VA  is  going  to  use  to  provide  for  care  and,  for  ex- 
ample, are  we  going  to  continue  or  expand  fee  basis  care  and  would 
the  veteran  who  is  enrolled  at  the  VA  then  be  using  the  facilities 
of  another  provider  with  the  VA  paying  for  it.  PVA's  position  is 
that  there  ought  to  be  portability  back  and  forth  between  a  non- 
VA  provider  and  a  VA  provider. 

Chairman  Rockefeller.  Other  comments?  Dennis. 

Mr.  CULLINAN.  Mr.  Chairman,  I'll  try  to  distill  what  was  a  lot  of 
conversation  back  in  our  office  on  this  issue.  Our  feeling  is  VA 
must  remain  VA  Service-connected  veterans  and  veterans  who  are 
medically  indigent  should  remain  entitled  to  care  by  VA.  We  think 
that  the  VA  health  care  system  should  be  opened  up  to  all  other 
veterans,  and  by  that  I  mean  the  middle  class  veterans  with  insur- 
ance and  perhaps  some  money  in  their  pockets  as  well.  These  vet- 
erans should  then  be  allowed  access  to  all  the  treatment  modalities 
that  VA  has  to  offer  and  that  they  should  be  able  to  opt  into  the 
system  or  opt  out  of  it.  That  is  basically  it.  As  far  as  the  portability 
of  funds  or  different  means  of  funding  or  moving  funding  about, 
we're  not  looking  at  that.  But  VA  is  VA  and  it  has  a  special  mis- 
sion. And  keeping  with  that  mission,  let's  keep  it  appropriated  too. 

Chairman  Rockefeller.  OK.  I  am  going  to  end  in  a  second,  but 
I  have  a  couple  of  questions  I  didn't  ask  and  to  which  I  want  to 
get  written  answers  from  you.  One  is  that  I  want  each  of  you  to 
put  down  what  you  think  are  the  weaknesses  in  the  VA  health  care 
system  today.  In  other  words,  when  you  are  talking  about  how 
we're  going  to  fit  in,  you  tend  to  look  at  the  strengths.  But  we  also 
have  to  deal  with  the  weaknesses.  What  do  you  think  they  are? 
Paul? 

Mr.  Egan.  Just  about  our  entire  testimony  addresses  the  issue 
of  the  weaknesses  of  VA  and  we  try  to  do  it  in  a  responsible  way. 
But  a  weakness  of  the  VA  is 

Chairman  Rockefeller.  No,  actually  I  am  asking  for  that  in 
writing,  but  you  had  your  hand  up  before  I  asked  that. 

Mr.  Egan.  Yes.  The  topic  of  who  is  going  to  use  the  VA  couldn't 
be  more  critically  important  to  the  future  of  this  system.  We  be- 
lieve strongly  that  VA  doesn't  necessarily  have  to  be  less  than  it 
is  but  most  assuredly  it  has  to  be  different.  At  your  March  31  hear- 
ing, in  testimony  from  Dr.  Custis,  he  suggested  that  it  is  possible 
now  based  on  anticipated  losses  of  current  VA-dependent  individ- 
uals to  do  eligibility  reform  because  in  prior  years  it  was  thought 
that  to  do  so  would  mean  demand  for  service  that  couldn't  be  met. 
Doing  so  now  doesn't  necessarily  mean  that.  We  need  to  be  very 
careful  and  we  need  to  be  very  sure  who  is  going  to  use  the  VA. 
The  importance  of  identifying  those  populations  for  whom  we  are 
going  to  provide  availability  of  the  VA,  everything,  the  works,  irre- 
spective of  the  complicated  eligibility  criteria  is  just  very,  very  im- 
portant because  you  have  to  be  able  to  identify  tnat  series  of  popu- 
lations that  you  can  be  relatively  sure  will  use  the  system.  The  rest 
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of  it  is  a  crap  shoot  until  VA  finds  a  way  across  the  board  to  ad- 
dress itself  to  both  the  problems  of  accessibility  as  well  as  quality. 

Chairman  Rockefeller.  I  thank  you  all.  I  want  to  make  one 
parting  statement.  I  really  do  encourage  you — as  one  individual 
Senator  who  is  flat  in  the  middle  of  this  whole  national  health  care 
reform  as  well  as  being  Chairman  of  this  Committee,  which  I  look 
upon  as  being  good  for  veterans  while  this  debate  is  going  on — I 
encourage  you  to  talk  publicly  in  terms  of  acting  in  1993.  I  really 
mean  it  about  1994.  In  1994,  one-third  of  the  Senate  is  going  to  be 
up  for  election.  We  all  know  there  is  no  way  that  you  can  do  health 
care  reform  without  new  taxes.  We  all  know  that.  You  know  what 
Senators  are  like  on  taxes  in  general,  but  particularly  what  they 
are  like  when  they  are  in  their  election  cycle. 

The  American  people  are  so  angry  about  health  care,  generally 
speaking,  that  I  think  if  we  dont  do  it  in  1993 — supposing  we 
didn't  do  it  until  the  end  of  1994 — there  would  be  nothing  we  would 
have  to  show  for  it;  we  would  just  have  a  bill  that  was  passed  but 
there  would  be  no  implementation  of  it.  Nobody  could  hold  up  a 
health  security  card,  for  example,  which  would  be  a  Social  Security 
card  and  a  health  security  card  and  would  probably  have  the  per- 
son's entire  health  care  history  inside  of  it.  Just  let  your  mind  wan- 
der. 

I  fear  for  what  will  happen  to  veterans  if  we  wait  until  1994,  be- 
cause to  be  quite  honest  with  you,  there  probably  aren't  more  than 
30  people  out  of  the  535  Members  of  Congress  who  understand 
health  care  policy,  and  the  learning  curve  is  a  very  wild  trip.  You 
develop  very  strong  prejudices  and  all  of  a  sudden,  somebody  tells 
you  something  and  all  your  prejudices  are  out  the  window.  It  is  a 
very  uneven  process  and,  as  I've  said  before,  it  makes  arms  control 
look  like  learning  A,  B,  C,  D.  It  is  incredibly  complicated.  If  I  had 
my  druthers,  I  would  do  health  care  through  reconciliation.  That's 
what  I  wanted  to  do,  that's  what  the  Clintons  wanted  to  do,  and 
that's  what  George  Mitchell  on  this  Committee  wanted  to  do,  but 
we  were  stopped  from  doing  it.  That  would  have  meant  only  20 
hours  of  debate  and  no  amendments,  and  all  the  President  had  to 
get  was  51  votes.  Now  we  are  in  a  situation  where  we  have  to  get 
60  votes  to  stop  the  filibuster,  and  you  can  be  sure  there  will  be 
one. 

I  want  you  to  think  about  this.  When  your  members  are  looking 
to  you  and  you're  talking  about,  well,  maybe  1993,  maybe  1994,  as 
opposed  to  we're  going  to  do  it  in  1993,  I  think  it  makes  a  big  dif- 
ference. It  has  a  lot  to  do  with  the  way  people,  particularly  re- 
spected leaders  like  yourselves,  present  this.  I  really  think  we  have 
got  to  get  it  done  this  year,  folks.  As  I  say,  I  think  the  veterans 
will  come  out  a  lot  better  in  1993  than  they  will  in  1994.  That  plus 
5  cents  gets  you  a  drink  of  water,  but  that  is  my  view. 

I  thank  you  all  enormously.  I  am  sorry  that  I  kept  you  longer 
perhaps  than  I  should  have,  but  I  thank  you  very,  very  much. 

I  want  to  go  on  now  to  our  second  panel  which  also  consists  of 
six  people — six  brave  souls  who  provide  health  care  to  veterans  in 
VA  facilities.  Some  of  these  members  of  our  panel  are  members  of 
VA  employees'  organizations  and  will  discuss  their  organizations' 
views  as  well  as  their  own  experiences. 
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I  am  going  to  introduce  our  panelists — and  this  to  the  credit  of 
our  superb  leader  here,  Jim  Grottlieb,  who  has  a  wonderful  way  of 
doing  this — I  will  introduce  our  panelists  in  the  order  in  which  a 
veteran  might  encounter  them  when  using  the  VA  health  care  sys- 
tem. Many  veterans  enter  the  VA  system  through  one  of  its  out- 
patient clinics.  While  at  a  clinic  a  veteran  would  be  evaluated  by 
somebody  like  Tom  Kotheimer,  who  is  a  Physician  Assistant  at  the 
Orlando,  Florida  VA  outpatient  clinic. 

If  clinic  staff  determine  that  a  veteran  patient  needs  to  be  hos- 
pitalized, they  would  arrange  for  the  veteran  to  be  admitted  to  a 
VA  medical  center.  While  at  the  VA  medical  center,  a  veteran 
would  receive  care  from  medical  residents  and  other  VA  health 
care  providers  who  would  be  supervised  by  a  chief  of  staff.  Dr. 
George  McKay,  a  resident  in  internal  medicine  at  Marshall  Univer- 
sity and  the  Huntington  VA  Medical  Center  in  my  State  of  West 
Virginia,  is  here  today  to  speak  for  VA  residents.  Dr.  Thomas 
Garthwaite,  Chief  of  Staff  at  the  Clement  J.  Zablocki  VA  Medical 
Center  in  Milwaukee,  Wisconsin  is  representing  the  National  Asso- 
ciation of  VA  Chiefs  of  Staff. 

If  a  veteran  has  a  serious  mental  disability,  such  as  PTSD,  or 
needs  help  with  substance  abuse,  a  clinic  might  refer  a  veteran  to 
a  VA  medical  center  that  specializes  in  those  services.  One  VA 
medical  center  of  this  type  is  the  Highland  Drive  Division  of  the 
Pittsburgh,  Pennsylvania,  VA  Medical  Center,  which  serves  as  a 
referral  center  for  veterans  who  live  in  western  Pennsylvania  and 
parts  of  West  Virginia  and  Ohio.  Dr.  Daniel  van  Kammen,  the 
Chief  of  Staff  at  Highland  Drive,  is  representing  the  American  Psy- 
chiatric Association  and  will  tell  us  about  the  important  work  un- 
dertaken there  and  at  other  VA  psychiatric  facilities. 

When  a  veteran  is  ready  to  go  home  from  the  hospital,  the  vet- 
eran will  receive  assistance  from  a  social  worker  or  a  community 
health  nurse  coordinator  in  obtaining  any  followup  services  the  vet- 
eran may  need.  Louise  Stephens  is  the  Community  Health  Nurse 
Coordinator  at  the  Dayton,  Ohio,  VA  Medical  Center.  She  coordi- 
nates services  for  29  Ohio  counties,  including  some  directly  across 
the  Ohio  River  in  a  place  called  West  Virginia.  Ms.  Stephens  is  rep- 
resenting both  the  Nurses  Organization  of  Veterans  Affairs  and  the 
American  Nurses  Association. 

Some  veterans — are  you  getting  worried,  Margaret — ^however, 
cannot  go  home  because  they  suffer  from  an  illness  such  as  Alz- 
heimer's disease  that  leave  them  unable  to  care  for  themselves.  In- 
stead, they  may  be  placed  in  a  specialized  unit  such  as  the  Demen- 
tia Special  Care  Unit  at  the  Edith  Nourse  Rogers  VA  Medical  Cen- 
ter in  Bedford,  Massachusetts.  Dr.  Margaret  Mahoney,  who  was  a 
VA  Gerentologic  Nurse  Fellow  and  now  serves  as  consultant  to  that 
unit,  will  tell  us  about  the  care  it  provides  to  veterans  and  the  im- 
plications of  its  research  for  furnishing  care  to  both  veteran  and 
nonveteran  Alzheimer's  victims. 

I  am  exhausted.  [Laughter.] 

Senator  Graham  was  going  to  introduce  you,  Mr.  Kotheimer,  but 
he  is  not  here  so  he  can't,  so  I  will  introduce  you.  Please  proceed. 
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STATEMENT  OF  THOMAS  G.  KOTHEIMER,  JR.,  VA  OUTPATIENT 
CLINIC,  ORLANDO,  FLORIDA,  ON  BEHALF  OF  THE  VA  PHYSI- 
CIAN ASSISTANTS  ASSOCLVTION  AND  THE  AMERICAN  ACAD- 
EMY OF  PHYSICIAN  ASSISTANTS 

Mr.  KOTHEIMER.  Thank  you  very  much,  Senator  Rockefeller  and 
members  of  the  Committee.  On  behalf  of  the  American  Academy  of 
Physician  Assistants  and  the  VA  Physician  Assistants  Association, 
I  want  to  thank  you  for  this  opportunity  to  present  our  views  on 
the  future  role  of  the  VA  under  national  health  care  reform. 

The  Academy's  testimony  is  predicated  on  the  presumption  that 
the  VA  system  will  continue  to  exist  even  after  health  care  reform. 
Consequently,  we  have  focused  our  remarks  on  ways  the  VA  sys- 
tem can  be  improved  to  provide  more  cost-effective,  quality  health 
care  to  our  Nation's  veterans. 

The  VA  system,  unlike  most  other  hospitals  or  health  care  deliv- 
ery systems,  is  in  an  excellent  position  to  do  well  in  the  postreform 
environment  because  of  its  experience  of  operating  on  a  fixed  budg- 
et. Practitioners  and  facilities  that  can  provide  health  care  in  a 
cost-effective  manner  will  be  in  great  demand.  Again,  the  VA  has 
considerable  experience  in  this  area. 

We  also  anticipate  a  significant  increase  in  the  utilization  of  PAs 
and  other  nonphysicians  as  a  result  of  the  reform  effort.  While  this 
observation  is  good  news  for  the  PA  profession,  it  should  sound  a 
warning  bell  for  the  Department  of  Veterans  Affairs  because  under 
a  reformed  health  care  delivery  system,  the  VA  will  have  to  com- 
pete for  patients  and  be  more  responsive  to  market  forces. 

The  VA's  ability  to  recruit  and  retain  qualified  health  profes- 
sionals will  be  severely  strained  over  the  next  few  years.  A  few 
weeks  ago  this  Committee  heard  testimony  from  the  Institute  of 
Medicine  on  their  findings  and  recommendations  regarding  future 
physician  staffing  needs  of  the  VA.  As  you  know,  the  lOM  looked 
at  the  VA's  utilization  of  nonphysician  practitioners.  These  rec- 
ommendations included:  data  collection  should  be  revised  so  that 
the  impact  of  PAs  and  others  on  physician  requirements  can  be  de- 
termined; education  on  the  use  of  PAs  should  be  provided  to  VA 
physicians  and  nonphysicians  should  receive  continuing  education 
to  enhance  their  clinical  skills;  the  VA  should  establish  academic 
affiliation  with  PA  and  nurse  practitioner  training  programs;  na- 
tional VA  guidelines  for  PA  and  nurse  practitioners  should  be  flexi- 
ble, strengthened  where  they  exist,  established  where  they  do  not, 
and  updated  on  a  regular  basis  over  time;  the  VA  should,  support 
research  projects  that  examine  the  range  of  activities  performed  by 
these  practitioners. 

While  we  were  very  pleased  and  support  these  recommendations, 
the  work  involved  in  making  them  illustrates  some  of  the  problems 
we  see  facing  the  VA.  When  the  Institute  of  Medicine  began  its 
study,  the  VA  Central  Office  was  unable  to  tell  the  lOM  staff  how 
many  PAs  were  employed  by  the  VA  or  their  specialties.  At  the 
time,  the  VA  had  nearly  1,000  PAs  working  and  delivering  health 
care.  As  the  lOM's  final  report  states,  "The  main  problem  is  that 
current  VA  data  systems  do  not  permit  one  to  obtain  full-time 
equivalent  employees  allocated  to  patient  care  areas  for  most  of  the 
nonphysician  providers  listed  above." 
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Today,  the  VA  Central  Office  might  be  able  to  tell  you  how  many 
PAs  are  employed  at  any  given  facility,  but  they  cannot  tell  you 
where  they  practice.  Even  some  VA  medical  directors  have  little 
idea  of  what  impact  the  PAs  in  the  facility  have  on  health  care  de- 
livery. The  physicians  can  tell  you,  the  PAs  can  tell  you,  and  our 
patients  can  tell  you,  but  administration  is  often  in  the  dark. 

PAs  are  making  a 

Chairman  Rockefeller.  What  administration  is  in  the  dark? 

Mr.  KOTHEIMER.  Our  administrative  leaders  are  often  in  the 
dark. 

Chairman  Rockefeller.  In  VA? 

Mr.  KOTHEIMER.  In  the  VA,  yes,  sir.  PAs  are  making  a  signifi- 
cant contribution  to  the  VA  system.  Unfortunately,  existing  policies 
and  data  collection  efforts  give  little  acknowledgment  to  this  con- 
tribution. 

At  our  facility  in  Orlando,  PAs  constitute  less  than  15  percent  of 
the  provider  staff.  Last  year,  we  saw  23  percent  of  the  patients.  We 
see  general  internal  medicine,  as  well  as  practicing  in  specialty 
areas  of  cardiopulmonary  disease,  dermatology,  spinal  cord  injury, 
and  hypertension.  In  addition,  we  provide  continuity  of  care  to  the 
patients  of  our  physician  specialists  which  include  16  internists,  6 
psychiatrists,  and  2  orthopaedic  surgeons. 

Why  is  this  important?  In  a  new  world  where  the  VA  will  have 
to  compete  for  patients  as  well  as  health  care  providers,  we  are 
concerned  about  the  VA's  ability  to  succeed.  How  can  the  VA  even 
begin  to  recruit  or  retain  PAs  or  other  nonphysicians  when  it  does 
not  realize  what  we  contribute.  Some  administrators  seem  to  be- 
lieve that  PAs  and  nurse  practitioners  are  support  personnel  rather 
than  physician  substitutes.  Consequently,  we  traditionally  have 
lower  pay  scales  in  the  VA.  Nearly  80  percent  of  all  PAs  employed 
by  the  VA  are  in  their  top  pay  grade.  Like  me,  they  can  look  for- 
ward to  a  future  of  nothing  but  cost-of-living  raises  and  even  these 
may  be  in  doubt. 

In  order  to  succeed,  the  VA  must  make  some  significant  changes 
in  staffing  patterns  and  the  way  it  views  the  role  of  nonphysicians. 
Adopting  these  recommendations  may  not  solve  all  of  the  VA's 
problems  but  will  give  the  VA  a  fighting  chance. 

Chairman  Rockefeller.  I  want  to  say,  just  as  a  matter  of  gen- 
eral encouragement  to  you,  that  I  think  physician  assistants,  nurse 
practitioners,  midwives,  and  a  lot  of  other  provider  groups  are 
going  to  do  very,  very  well  under  national  health  care  reform. 

Mr.  KOTHEIMER.  Thank  you  very  much.  We  appreciate  the  en- 
couragement. 

[The  prepared  statement  of  Mr.  Kotheimer  appears  on  p.  282.] 

Chairman  Rockefeller.  Dr.  McKay. 

STATEMENT  OF  DR.  GEORGE  McKAY,  MARSHALL  UNIVERSITY 
SCHOOL  OF  MEDICINE,  HUNTINGTON,  WEST  VIRGINIA 

Dr.  McKay.  Thank  you.  The  first  thing  I  noticed  when  I  got  here 
was  I  just  have  my  name  down  here  and  nobody  really  knows  what 
I  am  here  to  do,  so  I  will  try  to  define  my  job. 

Chairman  Rockefeller.  It  gives  you  enormous  power. 

Dr.  McKay.  Yes,  it  does;  I  can  do  anything. 
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I'll  try  to  define  my  job  and  how  I  see  it,  I  will  tell  you  briefly 
about  myself  and  describe  my  experiences  at  the  veterans  hos- 
pitals, and  then  give  you  what  my  thoughts  are  on  the  future  of 
medical  education  as  it  is  associated  with  the  veterans  system. 

First  off,  my  job.  I  am  supposedly  here  to  represent  medical  stu- 
dents and  resident  physicians  who  have  done  their  training  in  vet- 
erans hospitals.  Having  said  that,  I  would  like  to  also  give  a  brief 
disclaimer.  I  am  not  an  expert  on  all  veterans  systems,  I  can  only 
describe  the  veterans  system  I  work  in,  and  that  is  the  veterans 
hospital  in  Huntington,  West  Virginia,  associated  with  Marshall 
University. 

As  far  as  the  second  part  goes,  describe  myself  First  off,  I  would 
like  to  say  I  am  a  West  Virginian.  I  was  raised  in  Parkersburg, 
West  Virginia.  I  attended  Parkersburg  High  School,  graduated  and 
went  on  to  a  small  Catholic  college  in  Columbus.  I  graduated  with 
a  degree  in  biology  and  a  minor  in  chemistry  and  was  magna  cum 
laude  in  1987. 

I  then  applied  to  medical  school  and  was  accepted  at  both  West 
Virginia  University  and  Marshall  University.  At  that  point  when  I 
was  sure  I  was  going  to  medical  school,  I  tore  up  my  applications 
to  medical  schools  in  Ohio  and  other  States.  At  medical  school,  I 
did  fairly  well.  I  was  elected  to  Alpha  Omega  Alpha,  the  medical 
honor  society  when  I  was  a  third  year  medical  student.  On  all  my 
national  board  examinations  I  consistently  scored  higher  than  90 
percentile  and  I  graduated  class  valedictorian. 

Now  to  describe  my  experiences  in  the  veterans  hospital.  During 
my  second  year  in  medical  school,  we  received  our  training  in  the 
taking  of  medical  histories  in  the  veterans  hospital  under  the  su- 
pervision of  our  mentors.  The  veterans  were  very  patient  and  gra- 
cious about  this  and  would  often  allow  many  medical  students  to 
feel  an  unusual  physical  finding  on  them  and  go  over  and  over 
their  physical  and  histories  repeatedly.  During  my  third  year  in 
medical  school,  we  advanced  a  little  bit  as  far  as  our  training  went. 
We  not  only  did  physicals  and  histories  but  at  that  time  we  were 
trained  in  the  art  of  phlebotomy  both  obtaining  blood  cultures  and 
other  lab  tests  and  also  in  obtaining  arterial  blood  gasses  and  in- 
terpreting their  results.  We  also  did  some  other  minor  procedures, 
placing  full  decatheters  and  things  like  that. 

By  the  time  I  was  a  resident,  we  had  advanced  quite  a  bit  and 
under  excellent  supervision  from  attendings  in  pulmonology,  cardi- 
ology, et  cetera,  I  learned  how  to  place  Foley  catheters,  to  place 
central  lines,  arterial  lines,  and  obtaining  blood  cultures  from  pa- 
tients in  emergency  situations.  All  of  this  was  carefully  supervised. 

While  I  can't  speak  for  all  veterans  hospitals,  I  can  say  that  ours 
is  very  busy.  I  heard  some  of  the  other  speakers  earlier  describing 
how  there  was  a  decrease  in  the  number  of  veterans  using  their  fa- 
cilities. I  don't  see  that  at  ours.  We  have  a  huge  number  of  veter- 
ans using  our  facilities.  On  average  as  an  intern,  I  was  carrying 
12  to  20  patients  with  supervision  but  it  was  quite  a  daunting  task. 
Even  with  those  number  of  patients,  I  felt  that  the  quality  of  care 
was  quite  high.  I  have  experience  not  only  in  the  veterans  hospital 
but  in  private  hospitals  downtown  and  the  comparison  is  quite 
good.  In  fact,  I  feel  in  many  ways  that  in  the  veterans  hospital  the 
patients  received  higher  quality  care. 
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We  were  talking  too  earlier  about  outreach  clinics  and  their  func- 
tion. Marshall  is  ideally  located.  We're  in  southern  West  Virginia 
and  we  have  patients  fi-om  southern  Ohio  and  eastern  Kentucky, 
so  we  are  in  a  large  catchment  area.  We  recently  put  in  place  an 
outreach  clinic  in  Prestonsburg,  Kentucky.  When  it  was  built  it 
was  predicted  that  it  was  going  to  see  aoout  20  patients  a  day. 
They  easily  see  double  that;  we  see  40  patients  a  day  at  that  clinic 
and  admit  a  great  many  of  them.  As  I  mentioned,  Marshall  is 
ideally  located  in  what  would  otherwise  be  a  doubly  underserved 
area.  There  are  not  enough  private  physicians  in  that  area  just  to 
take  care  of  everyone  else  and  you  can  imagine  the  pressure  that 
applied  to  the  veterans. 

Someone  also  mentioned  earlier  that  the  majority  of  physicians 
do  receive  their  training  through  veterans  hospitals,  which  is  true. 
I  think  at  Marshall  a  symbiotic  relationship  exists  between  our 
university  and  the  veterans  hospital.  Marshall  was  established  as 
a  medical  school  in  the  late  1970s.  At  that  time,  the  veterans  hos- 
pital was  in  decline  and  they  were  even  considering  converting  it 
to  a  nursing  facility.  Once  the  medical  school  was  established,  we 
needed  a  teaching  hospital  and  we  used  the  veterans  hospital  in 
that  regard.  I  thmk  the  care  at  the  veterans  hospital  improved 
greatly  because  of  our  ability  to  do  this  and,  as  I  mentioned,  a  sym- 
biotic relationship  was  formed. 

I  see  I  am  just  about  out  of  time,  so  I  will  pick  this  up  here.  In 
conclusion,  I  would  Hke  to  say  that  I  am  firmly  committed  to  pri- 
mary care  medicine  and  I  may  even  enter  academic  medicine  at 
Marshall  University  and  I  would  hope  that  the  veterans  hospital 
would  still  be  in  existence  at  that  time  for  me  to  do  some  of  my 
teaching  there  as  it  is  an  excellent  facility. 

I  would  like  to  address  one  other  thing.  One  of  the  speakers  ear- 
lier mentioned,  and  I  believe  his  quote  was,  he  didn't  want  unnec- 
essary tests  being  ordered  by  medical  students  and  residwits  and 
treating  veterans  like  'lab  rats."  I  have  to  tell  you  that  upset  me 
quite  a  bit,  especially  in  the  fact  that  medical  students  don't  order 
tests,  only  residents  order  tests.  At  our  institution,  we  have  a 
crotchety  old  chief  of  pathology  who  oversees  all  tests  that  are  or- 
dered and  if  you  order  an  expensive  or  unusual  test,  you  better 
have  a  good  reason  because  he  will  call  you  and  he  will  want  to 
know  why.  Thank  you. 

Chairman  Rockefeller.  Thank  you  very,  very  much. 

[The  prepared  statement  of  Dr.  McKay  appears  on  p.  284.] 

Chairman  Rockefeller.  Dr.  Garthwaite. 

STATEMENT  OF  DR.  THOMAS  L.  GARTHWAITE,  CHIEF  OF 
STAFF,  CLEMENT  J.  ZABLOCKI  VA  MEDICAL  CENTER,  MIL- 
WAUKEE, WISCONSIN,  ON  BEHALF  OF  THE  NATIONAL  ASSO- 
CIATION OF  VA  CHIEFS  OF  STAFF 

Dr.  Garthwaite.  Mr.  Chairman  and  members  of  the  Committee, 
it  is  a  privilege  to  represent  the  National  Association  of  VA  Chiefs 
of  Staff  and  to  address  this  Committee  on  the  role  of  the  VA  in  a 
reformed  U.S.  health  care  svstem.  Since  the  final  reform  package 
has  not  been  released,  I  find  it  difficult  to  speculate  on  its  content 
or  its  impact  on  VA,  So  while  the  future  environment  of  VA  health 
care  remains  uncertain,  it  is  possible  to  propose  improvements  in 
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the  VA  health  care  system  which  would  enhance  our  ability  to 
meet  the  needs  of  our  patients  and  to  enhance  our  ability  to  adapt 
to  change.  As  an  active  clinician  who  is  also  an  administrator,  I 
look  forward  to  working  with  you  to  build  on  the  accomplishments 
of  VA  and  to  develop  a  vision  of  what  VA  health  care  might  be- 
come. 

Today,  VA  provides  quality  health  care  to  highly  entitled  veter- 
ans. In  the  future,  a  policy  which  would  allow  VA  to  also  compete 
for  any  insured  veterans  could  maintain  the  strengths  of  the  VA 
health  care  system  at  little  expense  to  the  taxpayers.  If  all  veterans 
could  chose  between  VA  and  the  private  sector  for  care,  VA  would 
be  forced  to  demonstrate  high  quality  and  convenience  at  low  cost. 

Today,  VA  reflects  the  national  trend  of  episodic,  specialty  ori- 
ented care.  In  the  future,  VA  could  lead  a  national  effort  to  train 
primary  care  providers  and  provide  models  of  preventive  and  con- 
tinuous care. 

Today,  VA  leads  the  Nation  in  special  programs  for  homeless- 
ness,  drug  and  alcohol  abuse,  mental  illness,  among  others.  In  the 
future,  VA  could  benefit  others  by  continuing  to  share  our  knowl- 
edge in  these  areas  and  by  contracting  to  provide  these  services 
where  they  are  needed  but  not  present. 

Today,  the  quality  of  VA  health  care  is  criticized  for  specific  ad- 
verse incidents  but  when  studied  systematically  VA  care  is  found 
to  be  as  good  as  or  better  than  that  in  the  private  sector.  In  the 
future,  VA  could  be  recognized  as  a  leader  in  the  measurement  and 
improvement  of  quality  of  clinical  care. 

Today,  resources  are  distributed  based  on  diagnostic  related 
groups,  or  DRGs.  While  workload,  quality,  and  funding  are  criti- 
cally dependent  on  each  other  in  the  medical  center,  they  are  inde- 
pendent in  the  current  budgeting  process.  Resource  allocation 
methods  dictate  policy  rather  than  supporting  it.  In  the  future,  VA 
funding  could  be  based  on  reimbursement  rates  derived  from  the 
competitive  market  and  could  reward  quality,  quantity,  and  appro- 
priateness of  care  provided. 

Today,  the  structure  of  VA  health  care  is  dictated  more  by  poli- 
tics than  planning.  Mission  realignments  are  few  and  usually  pain- 
ful. 

Chairman  Rockefeller.  That's  an  amazing  statement.  Really.  It 
is  a  verv  important  statement. 

Dr.  Garthwaite.  I  believe  it  is  true.  Medical  center  program  de- 
velopment considers  the  local  desires  but  rarely  the  system's  need. 
In  the  future,  the  structure  of  the  VA  health  care  system  could  be 
designed  to  allow  medical  centers  to  develop  a  system  of  health 
care  based  on  a  team  concept.  Duplication  and  low  volume  pro- 
grams could  be  eliminated  and  efficiency  could  be  enhanced. 

Today,  problems  in  the  system  are  found  by  retrospective  review 
performed  by  external  inspectors  and  blame  is  oflen  assigned  to  in- 
dividuals. Policy  and  regulations  are  written,  with  good  intent,  to 
forbid  reoccurrences  of  similar  problems.  In  the  future,  VA  could 
lead  all  of  Government  in  living  the  principles  of  continuous  quality 
improvement.  Oversight  committees  such  as  this  one  and  practi- 
tioners in  the  field  could  work  together  to  develop  measures  which 
assess  whether  care  is  of  high  quality  and  efficiency.  Education 
could  replace  excessive  policy  and  regulation. 
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Today,  the  VA  health  care  computer  system  is  the  most  inte- 
grated available  despite  the  fact  that  the  VA  spends  an  industry 
low  of  1.9  percent  of  its  operating  budget  on  information  svstems. 
In  the  future,  DHCP  could  be  the  standard  to  which  all  health  care 
computers  are  compared.  It  is  my  personal  opinion  that  the  Federal 
(Government  must  lead  the  effort  to  develop  a  computerized  clinical 
record.  The  VA  health  care  system  could  be  an  ideal  laboratory  for 
its  development  and  testing. 

Today,  affiliations  with  academic  institutions  provide  a  win- win 
situation.  The  VA  medical  centers  benefit  from  having  high  quality 
staff  and  an  academic  atmosphere  while  the  affiliated  institutions 
benefit  from  the  rich  clinical  teaching  and  research  environment 
provided  by  VA.  Veterans  and  society  also  benefit  from  the  health 
care  providers  who  are  trained  and  from  the  advances  in  clinical 
research.  In  the  future,  the  affiliation  partners  might  work  to- 
gether to  solve  additional  problems  which  they  have  in  common 
such  as  the  shortage  of  primary  care  physicians. 

Today,  VA  research  is  highly  respected  for  its  quality  and  clinical 
focus  which  is  not  prevalent  in  funding  provided  through  many 
other  sources.  The  availability  research  funding  allows  VA  to  hire 
highly  competent  physicians  at  rates  significantly  below  those  in 
the  private  sector.  In  the  future,  consistent  funding  from  year  to 
year  could  attract  the  best  and  brightest  young  scientists  to  careers 
m  clinical  research  and  allow  VA  to  contmue  to  hire  quality  physi- 
cians at  bargain  prices. 

In  summary,  today,  VA  health  care  employees  do  an  outstanding 
job  caring  for  a  highly  entitled  segment  of  this  Nation's  veterans. 
At  the  same  time,  the  system  provides  additional  value  to  the  Na- 
tion through  its  educational  and  research  activities.  In  the  future, 
an  enhanced  VA  could  provide  tomorrow's  care  to  tomorrow's  veter- 
ans, could  compete  to  provide  care  for  additional  funded  veterans, 
and  I  believe  could  adapt  to  a  constantly  changing  health  care  envi- 
ronment. Thank  you. 

[The  prepared  statement  of  Dr.  Garth waite  appears  on  p.  286.] 

Chairman  Rockefeller.  I  am  interested  in  your  statement  that 
you  think  that  the  computerized  health 

Dr.  Garthwatte.  Computerized  patient  record. 

Chairman  Rockefeller.  Computerized  patient  record  is  the  best 
anywhere. 

Dr.  Garthwaite.  Best  integrated. 

Chairman  Rockefeller.  I  was  startled  a  little  bit  because  VA's 
computer  system  is  my  general  impression  that  it  is  kind  of  anti- 
quated. So,  that's  an  interesting  point.  I  am  really  glad  to  hear  you 
say  that. 

Chairman  Rockefeller.  Dr.  van  Kammen. 

STATEMENT  OF  DR.  DANIEL  VAN  KAMMEN,  CHIEF  OF  STAFF, 
HIGHLAND  DRIVE  VA  MEDICAL  CENTER,  PITTSBURGH, 
PENNSYLVANIA,  ON  BEHALF  OF  THE  AMERICAN  PSY- 
CHIATRIC ASSOCIATION 

Dr.  VAN  Kammen.  Thank  you,  Mr.  Chairman  and  members  of  the 
Committee.  I  am  chief  of  staff  at  the  Highland  Drive  VA  Medical 
Center,  professor  of  psychiatry  at  the  University  of  Pittsburgh 
Medical  School,  and  a  researcher  of  schizophrenia.  The  Highland 
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Drive  VA  is  a  541  bed  neuropsychiatric  hospital  which  serves  a 
large  catchment  area  covering  western  Pennsylvania  and  less  than 
half  of  West  Virginia  and  some  counties  of  Ohio.  I  am  testifying 
today  on  behalf  of  the  American  Psychiatric  Association  about  the 
role  of  the  Department  of  Veterans  Affairs  as  we  move  toward  na- 
tional health  care  reform. 

Because  many  mentally  ill  veterans  do  not  have  strong  advocacy 
to  speak  on  their  behalf,  the  APA  feels  it  must.  The  VA,  with  its 
integrated  and  diversified  health  care  delivery,  is  a  national  re- 
source and  laboratory  for  the  mental  health  care  delivery  in  the 
United  States.  The  funding  and  policy  issues  mirror  those  of  many 
proposed  national  health  care  systems.  Like  any  other  institution, 
the  VA  can  improve  to  meet  the  needs  of  its  patients.  Through 
quality  assurance,  utilization  review,  peer  review,  and  the  continu- 
ous quality  improvement  paradigm,  CQI,  are  in  place. 

The  APA  believes  that  the  VA  needs  to  get  the  support  for  the 
services  it  is  mandated  to  provide.  If  not,  it  runs  the  danger  of  per- 
ishing, as  others  have  said,  in  the  same  way  as  the  Canadian  VA 
did  which  we  feel  would  not  only  be  a  disservice  to  the  veterans 
but  a  loss  to  the  Nation's  health  care  delivery  system  as  a  whole. 
When  the  Nation  looks  for  ways  of  financing  its  national  health 
care  system,  the  VA  should  get  its  appropriate  share.  The  APA  be- 
lieves that  the  VA  should  be  a  full  partner  in  this  endeavor  for  the 
following  reasons: 

1.  The  mental  health  care  delivery  of  the  VA  has  many  outstand- 
ing components,  whether  it  is  treatment  for  PTSD  or  schizophre- 
nia, for  former  POWs,  for  the  homeless,  the  aging  veterans,  the 
chronically  mentally  ill,  and  those  that  endured  the  Persian  Gulf 
experience. 

2.  In  many  ways  the  VA  is  an  HMO  already  competing  for  pa- 
tients. In  spite  of  the  VA  not  being  able  to  advertise  and  in  spite 
of  many  image  problems,  fully  50  percent  of  all  veterans  with  psy- 
chiatric disorders  use  the  VA  for  their  psychiatric  care,  and  of 
those,  for  instance  coming  to  the  Highland  Drive  VAMC,  33  percent 
carry  health  insurance. 

3.  Mental  health  care  delivery  is  an  important  component  of  the 
VA.  One  out  of  every  eight  psychiatric  inpatient  admissions  in  the 
Nation  is  to  a  VA  psychiatry  service.  Forty  percent  of  VA  inpatient 
days  are  attributable  to  patients  with  neuropsychiatric  or  addictive 
disorders. 

4.  There  is  a  shortage  of  primary  care  physicians  in  this  Nation. 
The  VA,  with  its  university  affiliates,  can  play  an  important  role 
in  the  training  of  these  primary  care  physicians.  More  than  50  per- 
cent of  the  physicians  of  this  Nation,  and  several  others  have  said 
this  already  today,  have  received  a  part  of  their  training  in  the  VA. 
Psychiatrists  in  our  neuropsychiatry  hospitals  as  well  as  in  other 
VA  psychiatry  services  function  frequently  as  the  primary  care 
physician  for  the  chronically  mentally  ill  with  consultation  from  in- 
ternists. 

5.  Compared  to  the  fragmented  delivery  of  care  in  the  private 
sector,  where  groups  fight  over  low-cost  care  members,  the  VA  is 
an  accountable  and  cost-effective  health  care  system  which  obvi- 
ously can  be  improved  on  further. 
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6.  The  VA  should  integrate  its  service  delivery  with  other  pubHc 
and  private  health  care  systems.  Without  losing  its  identity  but  by 
gaining  reciprocity,  it  would  close  the  gaps  in  health  care  delivery. 
The  VA  is  leading  the  Nation  in  developing  a  computerized  medical 
record  and  bedside  data  entry.  Actually,  our  hospital  is  involved  in 
that  effort. 

7.  The  VA  takes  care  of  many  rural  veterans  where  there  is  little 
access  to  other  health  care.  This  system  can  be  expanded  with  little 
cost. 

8.  The  well-respected  clinical  research  in  the  VA  should  remain 
an  important  contributor  through  the  overall  improvement  of  the 
constantly  changing  health  care  environment.  At  the  same  time,  a 
stable  and  consistently  supported  research  budget  which  has  de- 
clined to  less  than  1.5  percent  of  the  VA  health  care  dollar  is  need- 
ed in  order  to  continue  to  develop  new  ways  to  improve  quality  of 
care  to  veterans  and  to  assure  recruitment  of  outstanding  clinicians 
when  salaries  are  not  competitive. 

Finally,  the  VA  and  its  staff  are  uniquely  positioned  for  the  Na- 
tion's mental  health  care  delivery.  We  urge  you  to  make  use  of  the 
diverse  and  creative  ways  VAMCs  across  the  Nation  are  taking 
care  of  its  veterans.  If  you  have  to  make  choices  about  what  kind 
of  care  society  wants  and  what  it  can  afford,  the  VA  could  be  a 
model.  Despite  occasional  shortcomings  of  the  VA,  the  APA  strong- 
ly believes  that  the  VA  is  a  tremendous  national  resource  whi^ 
should  have  a  place  in  the  Nation's  future  health  care.  Thank  you. 

[The  prepared  statement  of  Dr.  van  Kammen  appears  on  p.  288.] 

Chairman  Rockefeller.  Louise  Stephens. 

STATEMENT  OF  LOUISE  M.  STEPHENS,  COMMUNITY  HEALTH 
NURSE  COORDINATOR,  DAYTON,  OHIO,  VA  MEDICAL  CEN- 
TER,  ON  BEHALF  OF  THE  NURSES  ORGANIZATION  OF  VET- 
ERANS  AFFAIRS  AND  THE  AMERICAN  NURSES  ASSOCIATION 

Ms.  Stephens,  Mr.  Chairman  and  members  of  the  Committee,  I 
am  a  community  health  coordinator,  clinical  nurse  specialist  at  the 
Dayton,  Ohio  VA.  I  am  also  a  20-year  employee  at  the  VA  and  I 
am  an  Air  Force  veteran.  I  am  speaking  on  behalf  of  NOVA  and 
the  ANA.  We  appreciate  this  opportunity  to  address  this  Commit- 
tee and  acknowledge  the  Chairman's  longstanding  commitment  to 
health  care  reform. 

President  Clinton's  recent  announcement  that  the  DVA  will  re- 
main as  a  separate  health  care  system  for  veterans  is  recognition 
of  the  veteran  health  care  system  as  a  public  health  institute  of  the 
first  order. 

We  are  pleased  to  see  that  Secretary  Jesse  Brown  and  DVA  per- 
sonnel are  members  of  the  President's  Task  Force  on  National 
Health  Care  Reform.  We  believe  it  is  crucial  that  all  health  care 
delivery  systems  be  examined  and  participate  in  this  debate. 

We  agree  with  the  Administration's  health  care  reform  goals  to 
provide  universal  access  to  quality,  affordable  health  care  for  all 
Americans.  "Nursing's  Agenda  for  Health  Care  Reform"  calls  for 
the  reorientation  and  restructuring  of  a  health  care  system  with  a 
focus  on  prevention  and  health  promotion,  including  services  deliv- 
ered in  community  based  settings. 
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The  DVA  health  care  system  has  a  long  record  of  experience  with 
case  management,  long-term  care,  rehabilitation  care  and  has  pro- 
vided cost-effective  quality  care.  VA  health  care  must  be  reoriented 
and  restructured  with  more  services  delivered  in  community-based 
settings  while  continuing  to  provide  those  specialized  and  needed 
health  care  services  for  service-connected  veterans  not  duplicated 
in  the  private  sector. 

VA  nurses  agree  that  current  law  regulating  entitlement  and  eli- 
gibility is  crippling  nursing  practice  and  continuity  of  care  for  vet- 
erans. What  is  most  important  is  to  provide  high  quality  com- 
prehensive care  on  an  inpatient  and  outpatient  basis  for  all  veter- 
ans. To  effectively  compete  with  non-VA  providers,  the  VA  must 
provide  complete  and  comprehensive  care  for  all  veterans.  Changes 
in  eligibility  requirements  have  forced  veterans  to  seek  health  care 
elsewhere,  the  result  is  a  DVA  patient  mix  reflecting  patients  in 
crisis.  DVA  cannot  invest  in  primary  and  preventive  care  measures 
for  their  clients. 

Access  to  health  care  is  also  a  major  concern  for  many  veterans 
who  live  in  certain  rural  areas  or  who  have  special  needs  that  limit 
their  travel.  To  increase  access  for  veterans,  innovative  sharing 
and  outreach  services  with  both  Federal  and  private  sector  health 
care  systems  must  be  used.  The  VA's  new  delivery  arrangement 
must  provide  for  patient  involvement  and  responsibility,  enhance  a 
focus  on  wellness  and  prevention,  and  shift  the  balance  of  patient 
care  from  illness  and  cure  to  prevention  and  primary  care.  In  addi- 
tion, DVA  must  provide  for  a  cost-effective  mix  of  providers 
through  increased  reliance  and  access  to  nurses  in  advance  practice 
and  other  nonphysician  providers. 

Published  studies  show  the  cost-effectiveness  and  quality  care  of 
using  advanced  practice  nurses  as  economic  substitutes  of  physi- 
cians in  primary,  secondary,  and  tertiary  care  settings  as  well  as 
the  team  approach  of  combining  nurses  and  physicians.  For  exam- 
ple, clinical  nurse  specialists  and  nurse  practitioners  currently 
function  in  a  number  of  inpatient  areas  such  as  nursing  home  care 
units  or  specialty  care  areas  providing  a  variety  of  service. 

One  element  necessary  within  health  care  reform  is  the  use  of 
managed  care  services  to  integrate,  coordinate,  and  advocate  for  in- 
dividuals to  make  health  care  less  fragmented  and  more  holistic  for 
those  who  have  complex  health  care  needs  by  designating  a  pri- 
mary care  provider  to  be  the  coordinator  and  synthesizer  of  care. 
Nurses  as  case  managers  provide  the  necessary  continuity  of  care 
to  streamline  patient  care. 

Within  DVA  facilities,  community  health  nurse  coordinators  pro- 
vide important  linkages  with  community  resources  and  are  crucial 
for  connecting  discharged  veterans  with  home  health  services. 
Linking  the  veteran  with  community  resources  assists  in  avoiding 
tertiary  care  rehospitalizations.  A  number  of  barriers  diminish  the 
benefit  of  case  managers,  such  as  gaps  in  insurance  coverage  and 
the  regulatory  restrictions  affecting  fee-basis  for  home  care.  A  cru- 
cial need  exists  for  home  health  aide  and  homemaker  services  to 
help  veterans  remain  in  their  homes. 

Funding  for  research  and  teaching  must  be  maintained  to  attract 
staff.  Research  and  teaching  helps  to  keep  VA's  affiliation  with 
medical  and  nursing  schools  and  enhances  our  ability  to  give  qual- 
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ity  care.  We  must  retain  acute  and  high  tech  care  for  care  and 
training  in  designated  tertiary  facilities. 

I  see  the  red  light  is  on,  so  I  am  going  to  thank  you,  Mr.  Chair- 
man, for  allowing  us  to  make  this  testimony  and  for  your  ongoing 
support  for  nursing. 

[The  prepared  statement  of  Ms.  Stephens  appears  on  p.  292.] 

Chairman  Rockefeller.  Thank  you,  Louise.  Your  last  sentence 
was  your  least  important  sentence. 

Ms.  Stephens.  Oh.  Thank  you. 

Chairman  Rockefeller.  Dr.  Mahoney. 

STATEMENT  OF  DR.  MARGARET  ANN  MAHONEY,  VISITING 
PROFESSOR  AND  COORDINATOR,  CENTER  FOR  COMMUNITY 
HEALTH  EDUCATION,  RESEARCH,  AND  SERVICE,  NORTH- 
EASTERN UNIVERSITY,  BOSTON,  MASSACHUSETTS 

Dr.  Mahoney.  Mr.  Chairman  and  members  of  the  Committee,  I 
am  very  pleased  to  be  here  to  share  with  you  my  experiences  in 
the  VA  system.  To  illustrate  some  of  the  points  that  have  been 
made  by  the  other  panelists  that  actually  were  highlighted  in  my 
testimony,  I  would  like  to  talk  about  the  issues  of  how  we  coordi- 
nate care,  how  we  use  interdisciplinary  teamwork,  and  a  computer- 
ized central  database  to  provide  care  for  patients  with  dementia  of 
the  Alzheimer  type  at  the  Edith  Nourse  Rogers  Memorial  VA  Medi- 
cal Center  in  Bedford,  Massachusetts. 

We  have  a  special  care  Dementia  Study  Unit  and  we  provide  care 
for  patients  with  Alzheimer's  disease.  There  are  75  patients  in 
three  25-bed  locked  units.  I  think  this  is  a  good  example  of  how  the 
VA  system  can  provide  innovative,  cost-effective  care  to  persons 
who  would  fall  through  the  cracks  in  the  private  sector  system.  Pa- 
tients with  Alzheimer's  disease  are  often  too  voung  to  qualify  for 
Medicare  benefits.  And  by  the  nature  of  the  illness,  which  is  long- 
term,  chronic,  and  incurable 

Chairman  Rockefeller.  That's  a  very  good  point.  When  you 
admit  people,  it's  irrelevant  to  you  what  their  ages  are,  isn't  it?  I 
mean,  they  are  veterans. 

Dr.  Mahoney.  That's  right. 

Chairman  Rockefeller.  Good  point. 

Dr.  Mahoney.  And  they  don't  qualify  for  a  hospice  approach  to 
care  which  is  something  else  that  we  utilize  in  these  Dementia 
Study  Units. 

I  would  also  like  to  illustrate  the  interface  of  clinical  research 
with  providing  innovative  care  models.  As  I  said  before,  I  was  lucky 
enough  to  be  affiliated  with  these  units  through  the  Gerontologic 
Fellowship  and  I  did  my  dissertation  research  with  families  of  pa- 
tients who  are  afflicted  with  this  illness,  asking  them  how  they 
made  decisions  to  forego  life-sustaining  interventions  on  behalf  of 
the  veterans  with  this  disease. 

Chairman  Rockefeller.  I  am  interrupting,  but  I  will  not  take 
away  from  your  time.  As  we  say  in  the  Senate,  you  reserve  the  bal- 
ance of  your  time.  But  you  are  suggesting  that  you  were  able  to 
talk  a  number  of  Alzheimer's  veterans  afflicted  with  Alzheimers 
into  coming  into  the  program  who  might  otherwise  not  have  done 
so  had  you  not  intervened?  Is  that  what  you  were  saying? 
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Dr.  Mahoney.  No.  No.  Actually,  we  draw  patients  from  a  wide 
catchment  area  all  over  New  England  because  we  have  this  special 
care  Dementia  Unit.  The  patients  actually  start  with  an  outpatient 
program  coordinated  by  a  physician,  a  nurse  practitioner,  and  a  so- 
cial worker.  The  patients  have  intensive  outpatient  support  and 
guidance  to  control  a  lot  of  the  functional  ana  behavioral  declines 
they  experience  with  this  illness. 

I  came  on  the  scene  after  this  unit  was  already  up  and  running. 
My  research  involves  ethical  decisionmaking  about  the  hospice  ap- 
proach to  care.  So  I  didn't  become  involved  with  recruiting  patients; 
we  already  have  quite  a  few. 

By  virtue  of  having  this  coordinated  approach,  patients  are  able 
to  stay  in  the  community  on  an  average  of  5  years.  This  keeps  the 
costs  down  to  the  VA  system.  Once  patients  become  admitted  to  the 
long-term  care  setting,  we  spend  a  lot  of  effort  defining  what  serv- 
ices are  appropriate,  what  is  medically  reasonable  and  necessary, 
and  we  don't  get  into  the  ethical  debates  about  what  is  futile.  As 
I  said,  we  have  a  hospice  approach  to  care.  This  means  that  if  pa- 
tients and  their  families  decide  to  forego  highly  technological  inter- 
ventions, then  what  we  employ  is  a  high  touch  primarily  nursing 
focused  intervention. 

My  research  indicates  that  in  order  for  people  to  utilize  an  ad- 
vanced directive  at  which  the  VA  is  very  advanced  in  using,  having 
used  advanced  directives  long  before  the  Patient  Self-Determina- 
tion Act,  patients  and  families  aren't  able  to  do  this  unless  they 
have  developed  a  trust  and  rapport  with  the  hospital  staff.  By  hav- 
ing a  continuity  of  care  and  the  interdisciplinary  approach,  we 
found  that  patients  and  families  are  very  satisfied  with  this  ap- 
proach to  care  and  that  the  patients  are,  in  fact,  more  comfortable 
than  they  would  be  in  a  traditional  medical  setting. 

This  system  was  researched  utilizing  an  experimental  design 
with  patients  who  are  in  another  VA  hospital  who  received  tradi- 
tional care.  What  we  found  was  that  the  patients  in  our  unit  dem- 
onstrated an  average  saving  of  $1,477  over  3  months  of  their  inpa- 
tient stav.  Now  if  this  approach  was  used  with  all  patients  with  ad- 
vanced dementia  of  the  Alzheimer  type  that  are  in  the  VA  system, 
substantial  savings  would  result.  It  has  been  estimated  that  there 
are  currently  400,000  veterans  with  severe  dementia  in  the  system 
and  this  number  is  expected  to  increase  to  600,000  by  the  year 
2000.  By  implementing  this  philosophy  of  care,  we  could  decrease 
health  care  costs  by  $5,908  per  patient  per  year,  which  would  aver- 
age out  to  about  $3.5  million  annually. 

I  feel  very  fortunate  to  have  been  affiliated  with  this  approach. 
We  have  also  done  work  in  analyzing  the  outcomes  of  care  for  the 
patients  and  the  families.  As  I  said  before,  we  have  developed  com- 
puterized systems  for  interdisciplinary  care  planning  and  we're 
able  to  aggregate  the  information  that  we  have  on  the  computer 
database  and  make  some  statements  about  the  effectiveness  of 
nursing  and  medical  interventions  for  patients  who  are  in  this  pro- 
gram. 

Recommendations  that  I  would  have  based  on  my  experience  is 
for  the  VA  to  continue  its  affiliation  with  educational  institutions 
because  in  this  way  we  can  bring  in  some  very  talented  people  into 
the  system  who  are  able  to  contribute  to  providing  innovative  pa- 
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tient  care,  I  would  also  like  to  make  a  plea  to  continue  both  bio- 
medical and  health  services  research  because  I  think  in  that  way 
the  VA  can  make  a  very  strong  contribution  in  a  new  system  of  na- 
tional health  care.  Thank  you. 

[The  prepared  statement  of  Dr.  Mahoney  appears  on  p.  296.] 

Chairman  Rockefeller.  Good.  Thank  you  very  much,  Dr. 
Mahoney.  I  appreciate  that. 

Tom,  I  am  going  to  ask  you  a  question  and  you  can  answer  or 
anybody  else  who  wants  to  can  answer.  You  are  interested  in  pre- 
ventive care  and  that  happens  to  be  an  obsession  of  mine,  and  I 
think  it  is  going  to  be  one  of  the  real  results  of  national  health  care 
reform.  You  indicate  also  that  you  would  like  to  do  that  not  just 
for  veterans,  but  for  nonveterans  alike.  I  am  interested  in  the  mod- 
els you  see  in  VA  which  you  think  could  be  applicable  to  a  broader 
system  or,  in  general,  how  you  would  like  to  see  preventive  care  be- 
come more  of  a  factor  within  VA  or  in  national  health  care  reform. 

Dr.  Garthwaite.  I  am  not  sure  I  said  that  I  think  the  VA  should 
provide  preventive  care  for  nonveterans,  but  clearly  I  think  it  is  a 
national  need.  I  think  one  of  the  things  that  we  haven't  done  well 
is  to  provide  a  systematic  approach  to  people's  health  care.  We  tend 
to  provide  it  when  they  come  in  and  tell  us  they  hurt  somewhere 
and  we  work  that  up  with  great  alacrity  and  great  expense  often 
and  try  to  provide  a  diagnosis  for  that  specific  problem.  But  being 
aggressive  at  finding  diseases  or  finding  them  early  and  interven- 
ing hasn't  been  a  strength. 

I  think  we  did  a  great  job  when  we  got  excited  about  the  role  of 
treating  hypertension.  I  think  most  data  would  suggest  that  a  na- 
tional effort  at  finding  a  disease  where  early  prevention  treatment 
help  and  intervening  and  seeking  out  people  and  finding  the  dis- 
ease in  the  community  and  then  encouraging  people  to  get  treat- 
ment is  effective.  I  think  we  need  to  look  for  other  examples  of 
that. 

In  our  hospital,  we  are  trying  to  assign  each  patient  a  primary 
care  provider  and  define  for  the  patient  and  define  for  our  doctors 
who  is  really  in  charge  of  that  yearly  prostate  check  and  who  is 
really  in  charge  of  those  sorts  of  things.  We  are  hopeful  that  as  we 
continue  those  eflForts,  which  is  a  major  effort,  that  we  will  do  a 
better  job  at  primary  care. 

Chairman  Rockefeller.  I  would  say  to  you  and  George  and  to 
anybody,  if  we're  going  to  get  more  people  who  are  generalists  as 
opposed  to  specialists,  one  of  the  things  we  are  going  to  have  to  do 
is  to  create  a  financial  reason  for  that  to  happen  and,  second,  en- 
courage peer  pressure  for  that  to  happen.  In  teaching  hospitals  and 
medical  schools,  by  and  large,  the  Government  rewards  through 
GME  and  IME  for  technology;  that's  where  the  $5.5  billion  goes. 
Nobody  has  really  reviewed  that  particularly.  That  is  going  to  prob- 
ably change,  although  it  will  have  to  change  carefully  because  a  lot 
is  at  risk  in  that.  But  peer  pressure  is  a  big  factor. 

George,  I  was  very  interested  when  you  were  talking  about  your 
evolution  as  a  medical  student  and  going  into  your  residency,  et 
cetera.  Is  there  a  more  equitable  peer  pressure,  so  to  speak,  of  spe- 
cialists versus  generalists  in  the  work  that  you  do  in  the  VA  hos- 
pitals as  a  resident? 
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Dr.  McKay.  At  my  medical  school,  there  was  a  great  deal  of  pres- 
sure to  enter  the  higher  paying  specialties  of  radiology,  pathology, 
and  some  of  your  surgical  specialties. 

Chairman  Rockefeller.  This  is  in  medical  school  or  VA? 

Dr.  McKay.  This  is  medical  school.  That  is  where  the  peer  pres- 
sure comes  from,  there  is  where  my  peers  are.  They  were  all  very 
surprised  when  the  class  valedictorian  opted  to  stay  in  primary 
care  medicine  and  at  Marshall  University. 

I  think  ways  to  increase  the  number  of  people  entering  primary 
care  medicine  would  be  this  team  approach  that  the  veterans  sys- 
tem uses.  It  really  makes  my  job  as  a  primary  care  physician  easi- 
er. I  have  nurses  and  physician  assistants  and  psychiatrists  and 
everybody  helping  me  do  the  job  to  take  care  of  the  patient,  where- 
as in  the  private  setting,  it  just  pretty  much  falls  on  my  shoulders. 

Chairman  Rockefeller.  Is  that  because  people  like  Tom  generi- 
cally  tell  you  to  take  this  team  approach?  Do  you  cause  this  team 
approach? 

Dr.  McKay.  I  don't  cause  the  team  approach. 

Chairman  Rockefeller.  I'm  asking  that  to  Tom.  Do  you  cause 
it  to  happen,  because  elsewhere  it  isn't  happening. 

Dr.  Garthwaite.  I  think  you  do  have  to  cause  it  to  happen.  I 
think  you  have  to  put  your  resources  to  the  things  you  value.  If  you 
put  all  your  resources  in  yet  another  MRI  scanner  whether  you 
need  it  or  not,  or  if  you  put  all  your  resources  into  high  technology 
and  you  ignore  the  fact  that  in  primary  care  you  need  some  pri- 
mary care  nurses  and  you  need  some  social  workers  and  you  need 
some  dietitians  and  a  pharmacist,  yes,  then  I  think  you  do  lose  the 
team  approach.  So  I  think  you  do  determine  this  to  a  large  extent 
by  where  you  put  your  resources.  It  shows  what  you  value. 

Chairman  Rockefeller.  Then,  I  am  asking  both  of  you,  re- 
sources is  part  of  it,  peer  pressure  is  part  of  it,  we  have  established 
that;  you  are  saying  that  by  and  large,  insofar  as  the  VA  is  a  part 
of  this,  an  influence  in  this,  that  it  tends  to  be  neutral  or  equal  as 
between  primary  care  and  specialty  care?  It  just  works  out  that 
way? 

Dr.  McKay.  What  I  am  saying  is  that  my  reasons  for  entering 
primary  care  and  staying  at  the  veterans  hospital  is  they  made  it 
easier  for  me  to  do  my  job  as  a  physician.  The  stresses  of  entering 
primary  care  medicine  are  so  high  that  a  lot  of  my  classmates  don't 
want  to  do  it.  They  would  rather  enter  easier  things  like  radiology 
where  they  just  look  at  an  x  ray  and  they  don't  have  to  deal  with 
all  the  headaches  of  patient  care.  The  team  approach  at  the  veter- 
ans hospital  is  a  good  system  and  it  is  getting  better.  It  is  allowing 
me  to  do  my  job,  the  part  of  it  that  I  enjoy  which  is  taking  care 
of  the  patient  directly,  his  medical  problems.  I  don't  enjoy  the  so- 
cial part  of  it  and  I  am  lucky  in  that  I  have  so  much  help  taking 
care  of  that  individual. 

Chairman  Rockefeller.  OK  Tom,  responding  to  what  George 
said,  given  the  typical  VA  peer  pressure,  financial  pressure  situa- 
tion, and  the  typical  non-VA  situation,  describe  to  me  why  you 
think  it  works  better  at  the  VA  and  how  it  works  better,  and  range 
broadly,  because  you've  got  a  lot  of  medical  director  friends  in  non- 
VA  situations. 
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Dr.  Garthwaite.  I  think  there  are  many,  many  factors  that  de- 
termine what  specialty  someone  goes  into  and  where  they  decide 
to  practice  that  specialty.  I  think  that  a  major  contributor  to  what 
specialty  you  go  into  are  the  role  models  that  you  encounter  during 
their  medical  school  and  residency  training.  I  think  that  where 
we're  fortunate  enough  to  have  in  VA  outstanding  role  models  in 
general  internal  medicine  or  in  other  areas  that  relate  to  primary 
care,  I  think  we  can  attract  people.  And  we  have  seen  that  at  our 
institution  where  we've  been  successful  in  keeping  some  of  the 
chief  residents  on  and  getting  them  involved  in  health  services  re- 
search and  how  to  deliver  care  better,  it  has  allowed  us  to  get  a 
fellowship  program  which  we've  been  able  to  fill  with  high  quality 
people.  You  can  see  the  growing,  mushrooming,  snowballing  effect 
of  that. 

Chairman  Rockefeller.  Do  you  also  think  it  has  something  to 
do  with  the  fact,  frankly,  that  it  is  kind  of  a  single  payer  system? 
You  can  do  what  you  want  and  you  don't  have  as  many  people 
pushing  you  around  as  you  might  in  a  commercial  situation. 

Dr.  Garthwaite.  I  think  that's  a  positive.  The  VA  has  some 
other  regulatop^  negatives  and  so  I  think  those  kind  of  balance  out 
fi*om  time  to  time.  What  I  see  is  the  people  that  I  am  really  happy 
that  have  stayed  on  our  staff  are  people  who  enjoy  the  mix.  They 
can  take  care  of  patients  and  our  patients  basically  like  their  phy- 
sicians and  like  the  VA  and  so  that  is  rewarding.  They  can  teacn, 
and  having  bright  young  medical  students  there  to  ask  you  ques- 
tions and  keep  you  on  your  toes  is  an  added  variety  to  your  life  in- 
stead of  just  prescribing  pills  day  in  and  day  out  or  treating  colds. 
It  adds  a  certain  variety  to  what  they  see  as  their  career.  The  aca- 
demic atmosphere  is  also  a  significant  draw  in  many  of  our  VAs, 
not  all. 

Chairman  Rockefeller.  Tom  Kotheimer,  let  me  ask,  do  you  as 
a  physician  assistant — and  I  am  very  prophysician  assistants  just 
because  of  the  need  to  extend  our  reach  as  far  as  we  can — do  you 
feel  more  welcome  in  a  VA  system,  so  to  speak,  than  some  of  your 
counterparts  might  elsewhere?  That's  a  rather  vague  question,  but 
you  know  what  I  am  asking. 

Mr.  Kotheimer.  I  think  in  Orlando  at  our  clinic  I  am  very  wel- 
come and  my  other  physician  assistant  counterparts  are  very  wel- 
come. We  have  a  very 

Chairman  Rockefeller.  I  am  trying  to  compare  you  to  your 
non-VA  PA  friends. 

Mr.  Kotheimer.  But  in  the  community,  as  far  as  recognition  for 
accomplishment,  I  think  that  my  friends  outside  of  the  VA  are 
much  better  rewarded.  They  are  encouraged  constantly  to 
continue 

Chairman  Rockefeller.  Outside  the  VA? 

Mr.  Kotheimer.  Outside. 

Chairman  Rockefeller.  Really?  So  then  you  are  suggesting  the 
opposite  of  what  I  am  suggesting? 

Mr.  Kotheimer.  Yes,  sir.  At  the  present  time,  the  trend  is  to  the 
outside  of  the  VA,  not  the  inside,  for  PAs.  I've  worked  for  the  VA 
for  22  years  and  in  the  beginning  the  VA  was  a  leader.  They  were 
outstanding  in  their  approach  to  utilization  of  physician  assistants, 
they  supported  the  educational  programs,  they  had  teaching  agree- 
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ments  with  the  various  programs,  and  all  of  us  taught  in  those  pro- 
grams. I  currently  still  teach  with  the  University  of  Florida,  this 
contribution  though  is  a  personal  one.  And  while  our  staff  likes  it, 
I  hear  little  from  the  VA  affiliated  hospital  in  regard  to  that  con- 
tribution. 

Chairman  Rockefeller.  Yes,  Dr.  van  Kammen. 

Dr.  VAN  Kammen.  In  our  hospital,  we  make  use  of  PA  nurse 
practitioners  as  physician  extenders  because  otherwise  our  psychia- 
trist-patient ratio  would  be  too  high  and  it  would  be  difficult  to  re- 
cruit psychiatrists  into  the  system.  So  we  certainly  do  that  when 
we  can  get  PAs. 

Chairman  Rockefeller.  Let  me  followup  with  you,  Dr.  van 
Kammen,  with  a  remote  rural  area  type  question  for  mental 
health.  You  obviously  have  a  lot  of  pride  in  the  efforts  made  by  VA 
mental  health  professionals.  That  is  very  clear.  Is  mental  health 
going  to  be  in  the  benefit  package?  Is  mental  illness  going  to  be  in 
the  benefit  package?  There  are  lots  of  issues  now  on  the  burner  as 
we  look  at  uie  broader  reform.  Highland  Drive  receives  a  lot  of  re- 
ferrals from  the  Wheeling,  West  Virginia,  Vet  Center  and  people 
have  mentioned  not  just  in  this  hearing  but  in  other  settings,  the 
need  to  extend  Vet  Centers.  In  fact,  tnere  is  sort  of  a  financial 
crush  to  maybe  reduce  funding  for  Vet  Centers.  John  Looney,  who 
is  the  team  leader  at  this  particular  center  in  Wheeling,  cares  pas- 
sionately about  Vet  Centers  and  he  is  a  classic  advocate.  I  am  won- 
dering what  your  own  views  would  be  as  to  what  we  could  do  to 
improve  referrals  in  general  and  how  Vet  Centers  fit  into  that  for 
mental  health  services. 

Dr.  VAN  Kammen.  In  our  setting,  the  directors  of  the  Vet  Centers 
do  attend  the  director  of  Highland  Drive's  staff  meeting.  We  try  to 
integrate  the  different  Vet  Centers  with  our  own  functioning  in  the 
mental  health  clinic,  for  instance  some  of  those  staff  members  ro- 
tate through  there.  I  think  in  the  past  these  outreach  centers  were 
set  up  in  a  way  as  a  competition  or  as  a  separate  system  from  the 
VA  because  the  Vietnam  veteran  had  difficulty  dealing  with  the  bu- 
reaucracy of  the  VA  as  it  existed  at  that  time.  I  believe  that  there 
is  a  movement  to  bring  these  Vet  Centers  closer  in  contact  with  the 
general  VA  hospitals  and  to  integrate  the  care  better.  Under  those 
circumstances,  yes,  I  think  they  function  as  a  very  important  care 
provider  in  picking  up  early  problems. 

They  could  be  extended,  as  far  as  I'm  concerned,  but  I  think  it 
should  be  done  in  the  context  of  the  overall  VA  hospital  that  they 
are  referring  to  or  that  they  are  connected  with,  so  that  they  are 
not  as  independent,  separate.  We  all  are  taking  care  of  the  same 
patients,  we  all  belong  to  the  same  team.  And  John  Looney  is  a 
very  good  example  of  that  kind  of  cooperation. 

Chairman  Rockefeller.  But  even  with  the  improvements  in 
VA — as  opposed  to  the  former  situation  which  you  described — to 
make  it  more  user  friendly  for  folks  with  mental  health  problems, 
I  would  think  almost  by  definition  that  a  Vet  Center  has  to  be 
more  user  friendly.  Isn't  it? 

Dr.  VAN  Kammen.  Oh,  yes. 

Chairman  Rockefeller.  A  lot  of  people  aren't  sure  what  it  is — 
a  lot  of  them  may  just  be  very  angry,  there  are  a  lot  of  reasons  for 
it—but  somehow  you  make  yourself  a  little  bit  less  vulnerable  to 
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being  humiliated,  or  publicly  rejected  or  accepted  or  whatever,  by 
goine  to  a  Vet  Center  than  you  might  to  a  VA  facility.  It  is  more 
of  a  nuge  personal  decision  to  go  to  a  VA  facility,  so  to  speak,  and 
less  of  a  one  to  go  to  a  Vet  Center. 

Dr.  VAN  Kammen.  The  threshold  may  be  lower  to  go  to  a  Vet 
Center  than  to  a  VA  hospital.  On  the  other  hand,  I  think  over  the 
last  10  years,  and  I  have  been  with  the  VA  for  the  last  10  years, 
we  have  seen  tremendous  changes  in  that  kind  of  threshold.  I  am 
sure  there  are  still  examples  that  are  less  than  satisfactory  but  I 
believe  that  the  VA  has  become  much  more  consumer  oriented,  and 
that  is  new.  If  we  will  be  surviving  in  the  health  care  reform,  we 
will  have  to  become  more  consumer  oriented,  we  will  have  to  be 
marketing  our  services.  We  have  to  change  the  image  that  we  still 
live  by  which  I  think  is  outdated.  But  any  time  when  something 
bad  happens,  that  confirms  that  idea  in  the  eye  of  the  public  and 
does  great  damage  to  the  VA's  image. 

Chairman  Rockefeller.  Just  talk  to  me  a  moment  about  the 
evolution  of  Vet  Centers  with  respect  to  patients  with  mental 
health  needs,  whether  they  know  it  at  the  time  or  not,  and  how  Vet 
Centers  used  to  work,  how  they  evolved,  how  they  now  work,  and 
your  thoughts  in  general  about  them. 

Dr.  VAN  Kammen.  My  understanding  is  that  when  the  Vet  Cen- 
ters started  out  the  quality  of  the  staff  was  not  always  as  it  should 
he  or  could  be.  The  upgrading  that  we  have  seen  over  the  years  in 
the  Pittsburgh  and  Wheeling  area  is,  I  think,  terribly  important. 
Dr.  Garthwaite,  you  know  more  about  that  than  I  do  in  your  area. 
But  in  the  beginning  there  was  a  sense  we'd  take  care  of  real  prob- 
lems, you  in  the  VA  hospital,  you  don't  really  know  what  kind  of 
problems  veterans  have.  There  was  competition  which  I  think  is 
never  good  for  whoever  needs  to  be  treated  or  needs  to  be  served. 

Chairman  Rockefeller.  But  not  a  hesitancy  to  refer? 

Dr.  VAN  Kammen.  No,  they  would  refer  when  things  really  got 
out  of  hand,  but  sometimes  refer  late  in  the  process.  That  is  why 
we  focused  on  improving  our  relationships  because  we  felt  that  we 
could  be  of  help  to  each  other  rather  than  be  competitors. 

Chairman  Rockefeller.  That's  interesting,  the  competitive  idea. 
I  think  that  is  sort  of  human  nature.  In  other  words,  if  the  Vet 
Centers  were  just  getting  started,  they  wanted  to  make  sure  they 
were  going  to  see  the  next  year  and  the  year  after  that.  So  you  can 
understand  that,  but  professionally,  it  shouldn't  work  that  way. 
Now  you  have  worked  on  it  and  it  appears  to  be  working.  Of  what 
you  know  of  other  vet  centers  and  their  relationships,  referral  and 
otherwise  with  VA  medical  centers,  maybe  not  so  much  so? 

Dr.  VAN  Kammen.  I  have  no  idea,  I  can't  comment  on  that. 

Chairman  Rockefeller.  You  just  don't  know.  Does  anybody 
have  a  view  on  that? 

[No  response.] 

Chairman  Rockefeller.  OK.  I  will  have  to  get  that  elsewhere. 

Dr.  VAN  Kammen.  My  impression  is  that  there  is  a  movement  of 
greater  dialog  between  the  Vet  Centers  and  the  referral  hospitals. 

Chairman  Rockefeller.  Yes.  Dr.  Mahoney  and  Louise  Ste- 
phens, let  me  just  ask  you,  when  you  hear  about  national  health 
care  reform  taking  place,  what  worries  you  with  respect  to  VA  and 
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its  operations,  and  what  encourages  you?  There  is  no  right  answer; 
just  tell  me  what  you  think. 

Ms.  Stephens.  I  think  you  are  worried  about  resources.  We  know 
the  VA  budget  has  been  constrained  over  the  last  10  years  and  you 
are  concerned  about  the  introduction  of  universal  health  care  and 
equal  access  and  where  does  the  VA  fit  into  this,  how  are  we  going 
to  be  aligned,  and  what  kind  of  a  mission  are  we  going  to  have  be- 
cause it  sounds  like  our  mission  is  going  to  change,  and  who  is 
going  to  define  our  mission.  I  think  those  are  some  worries.  I  think 
the  wonderful  part  about  it  is  everybody  knows  it  needs  to  happen 
and  we  need  changes  in  health  care  delivery  and  we  know  we  need 
universal  access,  we  need  cost  containment  desperately,  and  we 
need  quality  and  ways  to  define  that.  We  need  this  in  the  private 
sector,  private-public  sector,  and  with  the  VA.  So  the  strengths  are 
that  we're  trying  to  tackle  this  and,  as  you  say,  you  are  trying  to 
do  it  in  1993.  We  want  to  do  it.  President  Clinton  and  Mrs.  Clinton 
are  focused  on  getting  this  job  done,  and  I  think  Americans  want 
it.  I  don't  know  whether  I've  answered  the  question.  But  there  are 
strengths  and  weaknesses  inherit,  and  there  could  be  potential 
weakness  for  the  VA  system  and  I  think  that's  a  worry. 

Chairman  Rockefeller.  OK.  Margaret,  you  take  a  shot  at  that. 

Dr.  Mahoney.  My  worry  is  looking  at  the  aging  veteran  popu- 
lation and  looking  at  the  numbers  of  older  Americans  who  are  vet- 
erans who  would  be  knocking  at  the  doors  of  VA  medical  centers. 
In  our  area  anyway,  the  beds  are  fiill,  especially  for  long-term  care. 
Long-term  care  is  going  to  be  a  very  thorny  issue  in  national  health 
care.  If  a  new  national  health  care  system  does  not  encompass 
long-term  care,  what  you  are  going  to  see  are  more  veterans  turn- 
ing to  the  VA  system  for  the  long-term  care  needs.  In  addressing 
this,  what  we  try  to  do  is  develop  hospital-based  home  care.  But 
unfortunately,  there  aren't  enough  community-based  services  to 
cover  the  needs. 

The  other  thing  that  is  happening  is  that  in  a  national  health 
care  system,  we  are  turning  from  illness  cure  treatment  to  health 
promotion,  disease  prevention.  That  is  a  different  focus.  But  for 
this  aging  veteran  population,  that  is  not  the  focus  and  they  are 
not  going  to  fit  into  that.  So  a  system  has  to  be  developed  to  take 
care  of  the  long-term  care  needs  for  this  population  in  the  most  ap- 
propriate setting  and  the  most  cost-effective  way. 

Chairman  Rockefeller.  Anybody  else  have  a  comment? 

Ms.  Stephens.  Mr.  Chairman,  you  were  talking  about  Veterans 
Health  Centers  and  then  also  in  association  with  the  use  of  the 
physician  assistant.  I  just  want  to  make  a  comment  that  at  the  VA 
in  Dayton  we  employ  both  physician  assistants  and  nurse  practi- 
tioners. At  the  Dayton  VA  we  have  nine  nurse  practitioners  who 
work  in  primary  as  well  as  preventive  roles  in  various  clinics  there. 
I  know  Mr.  Dave  Gk)rman  at  the  previous  session  had  made  a 
statement  about  their  needing  some  additional  help  at  the  Vet  Cen- 
ters and  cited  the  use  of  a  PA.  I  thought  maybe  we  could  also  in- 
clude in  the  testimony  that  they  might  want  to  consider  a  nurse 
practitioner  also. 

Chairman  Rockefeller.  There  you  go.  [Laughter.] 

Very  good.  Go  ahead,  Tom. 
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Dr.  Garthwaite.  I'd  like  to  make  a  brief  comment.  My  biggest 
worry  is  that  things  will  get  worse,  my  hope  is  though  that  they 
will  get  better  and  I  believe  that  we  can  make  them  better.  My  big- 
gest concern  about  health  care  reform  and  the  VA  as  I  hear  a  lot 
of  this  discussion  is  that  the  playing  field  is  level.  There  is  one 
study  I  think  you  have  already  heard  of  here  that  we  perform  some 
surgeries  with  similar  outcomes  for  60  percent  of  what  it  costs  in 
a  private  medical  center.  If  you  look  back  in  the  "New  England 
Journal"  article  in  1988  that  asked  do  poor  people  consume  a  high- 
er cost  when  they  go  in  a  hospital,  the  suggestion  is  they  do  16  to 
20  percent  higher  costs.  We  are  treating  largely  poor  people.  So  we 
don't  start  out  with  the  same  patient  population;  it  is  not  a  homo- 
geneous patient  population.  At  our  medical  center,  one-fourth  of 
our  total  veterans  are  admitted  every  year.  It  really  says  that  we 
take  care  of  a  finely  filtered,  very  sick  group. 

The  second  thing  is  that  we  do  an  awful  lot  of  odd  jobs  and  they 
aren't  usually  part  of  basic  benefit  packages  purchased  in  a  non- 
VA  setting.  I  have  a  long  list  of  differences  from  drug  and  alcohol, 
homelessness,  AIDS,  blind  rehabilitation,  spinal  cord,  prosthetics, 
hospice,  we  back  up  DOD,  we  help  with  emergency  medical  pre- 
paredness, we  do  vocational  rehabilitation.  There  is  a  long  litany 
of  things  in  addition  to  which  we  are  partly  a  Park  Service  because 
we  have  a  lot  of  historical  buildings  which  are  maintained  out  of 
our  appropriation  but  don't  help  patient  care.  We  can't  tear  them 
down  and  we  can't  fix  them  up. 

We  are  very  difficult  to  compare.  So  when  you  make  compari- 
sons, it  is  a  very  difficult  process  and  you  really  need  people  who 
live  it  day  to  day  to  help  you  with  that  comparison.  I  think  we 
would  compare  well  if  you  could  take  acute  care  or  long-term  care 
and  compare  that  directly  with  the  private  sector;  I  think  we  do  ex- 
ceptionally well  there.  But  if  you  throw  in  the  rest  of  it,  it  can  skew 
the  results  dramatically  and  be  unfair. 

Chairman  ROCKEFELLER.  Good.  Let  me  thank  you.  First  of  all,  I 
didn't  get  to  ask  all  the  questions  I  wanted  to  and  time  obviously 
had  something  to  do  with  that,  so  I  will  be  sending  you  some  writ- 
ten questions  to  which  I  want  you  to  respond.  Second,  I  want  you 
to  feel  that  you  can  keep  in  touch  with  me  about  whatever  it  is 
that  you  hear  going  on  during  the  course  of  this  whole  health  care 
debate.  It  is  wonderful  that  you  have  come  here,  you  have  come  a 
long  way,  but  I  don't  want  you  to  think  of  it  as  the  end  of  your 
trip.  Just  give  me  your  thoughts  as  they  occur  to  you.  Write  them 
down,  put  them  on  tape,  it  doesn't  make  any  difference — I'll  keep 
them  confidential.  I  would  like  to  know,  because  you  are  all  very, 
very  valuable  resources,  and  this  hearing  process  doesn't  do  justice 
to  all  your  talents. 

I  will  end,  Margaret  Mahoney,  by  saying  that  our  next  hearing, 
in  fact,  is  going  to  be  on  long-term  care. 

Dr.  Mahoney.  I'm  encouraged. 

Chairman  Rockefeller.  Thank  you  all  very  much. 

[Whereupon,  at  1  p.m.,  the  Committee  was  adjourned,  to  recon- 
vene at  the  call  of  the  Chair.] 
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U.S.  Senate, 
Committee  on  Veterans'  Affairs, 

Washington,  D.C. 
The  Committee  met,  pursuant  to  notice,  at  9:30  a.m.,  in  room 
SR-418,  Russell  Senate  Office  Building,  Hon.  John  D.  Rockefeller 
IV  (Chairman  of  the  Committee)  presidmg. 
Present:  Senators  Rockefeller  and  Graham, 
Chairman  Rockefeller.  I  would  like  to  beein  our  hearing  and 
I  will  do  that  in  my  usual  manner  with  a  brilliant  opening  state- 
ment. Would  you  care  to  comment.  Senator  Graham?  [Laughter.! 

Senator  Graham.  I  just  wish  to  be  an  expectant  scribe,  taking 
the  notes  of  wisdom.  [Laughter.] 

OPENING  STATEMENT  OF  CHAIRMAN  ROCKEFELLER 

Chairman  Rockefeller.  This  hearing  is,  in  fact,  the  fourth  in 
an  excellent  series  that  we  have  had  about  the  present  and  future 
roles  of  the  VA  health  care  system.  Today  we  are  going  to  look  at 
the  VA  contributions  to  clinical  care,  research  and  education  in  ger- 
iatrics, and  long-term  care.  Although  many  persons  under  age  65 
require  long-term  rehabilitation  and  psychiatric  care,  we  are  going 
to  focus  primarily  on  the  needs  on  the  elderly.  When  people  think 
of  long-term  care  they  always  think  of  people  who  are  over  65,  but 
in  fact  about  40  percent  of  those  in  this  country  who  require  long- 
term  care  on  a  national  basis  are  under  65,  some  of  them  very 
young  persons. 

Everybody  knows  that  our  Nation  is  aging  verv  rapidly.  But 
what  I  suspect  many  Americans  may  not  know  is  that  as  a  group 
veterans  are  older  than  the  general  population  in  America.  Over  40 
percent  of  veterans  discharged  from  VA  health  care  facilities  last 
year  were  age  65  or  older.  So  VA  is  already  facing  the  sort  of  crisis 
that  the  rest  of  the  Nation  will  be  facing  20  years  from  now,  when 
the  Baby  Boomers,  who  are  the  children  of  the  World  War  II  veter- 
ans, reach  retirement  age. 

Improving  long-term  care  is  an  essential  part  of  national  health 
care  reform.  Today,  few  Americans  have  access  to  comprehensive 
long-term  care  services. 

Those  veterans  who  are  able  to  access  VA  geriatric  and  long-term 
care  programs  are  fortunate  that  they  can  turn  to  VA  for  help.  VA 
services  are  among  the  finest  and  most  innovative  in  the  Nation, 
especially  VA's  noninstitutional  alternatives  to  nursing  home  care. 
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VA's  contributions  also  include  research  and  training  of  health 
care  professionals.  Some  of  the  Nation's  most  eminent  geriatricians 
are  affiliated  with  VA  research  programs.  I  might  add  mat  funding 
for  VA  research  programs  has  been  cut  in  the  President's  budget, 
and  Senator  Murkowski  and  I  are  not  happy  about  that. 

In  addition,  VA  trains  about  50  percent  of  all  of  our  Nation's 
medical  students  and  residents,  as  well  as  large  numbers  of  nurses 
and  other  health  care  providers.  By  virtue  of  VA's  patient  popu- 
lation, these  students  are  exposed  to  geriatrics  in  ways  which  they 
otherwise  never  would  be.  At  VA  facilities  they  are  exposed  to 
types  of  geriatric  problems  they  would  not  encounter  at  non-VA  fa- 
cilities. 'That  training  is  an  extraordinary  benefit  to  our  Nation's 
doctors.  They  are  exposed  to  geriatrics  whether  or  not  they  have 
any  intention  of  specializing  in  that  area.  Many  VA  facilities  also 
offer  outstanding  residency  and  continuing  education  programs  in 
geriatrics. 

However,  as  good  as  the  VA  system  is,  it  is  not  perfect.  Too  many 
veterans  cannot  get  the  geriatric  and  long-term  care  services  they 
need.  And  if  VA  is  to  continue  its  leading  role  in  geriatrics  and 
long-term  care,  it  must  expand  institutional  as  well  as  family-  and 
community-based  services. 

Today  we  will  hear  from  three  panels  of  witnesses.  Our  first 
panel  is  composed  of  two  people  who  have  firsthand  experience 
with  VA  long-term  care  services — a  veteran  and  a  veteran's  spouse. 
Then  we  are  going  to  hear  from  VA  health  professionals  who  oper- 
ate innovative  programs  at  VA  facilities  across  the  Nation.  Finally, 
we  will  hear  from  a  panel  of  academic  experts  who  will  discuss  how 
VA  fits  into  overall  U.S.  efforts  in  geriatrics  and  long-term  care. 

I  think  this  is  perhaps  the  most  important  of  the  four  hearings, 
not  only  for  veterans  but  for  everybody  who  cares  about  the  health 
of  our  elderly  Americans.  National  health  care  reform  will  require 
us  to  use  all  available  resources  to  figure  out  how  to  provide  high 
quality,  cost-effective  services.  We  would  be  foolish  to  fail  to  learn 
from  what  VA  has  to  offer. 

[The  prepared  statement  of  Chairman  Rockefeller  appears  on  p. 
317.] 

Chairman  Rockefeller.  Our  first  panel  is  already  before  us. 
They  are  going  to  share  some  of  their  personal  experiences.  I  cher- 
ish both  of  you  being  here  and  being  willing  to  talk  openly  to  us 
and,  in  a  sense,  to  the  whole  world.  John  Azzara  is  a  Vietnam  vet- 
eran and  a  patient  in  a  nursing  home  care  unit  at  the  Washington, 
DC,  VA  Medical  Center.  I  want  to  recognize  John's  wife,  Barbara, 
who  is  accompanying  him  this  morning.  Also,  I  thank  very  much 
Sandy  Doss  of  the  Washington,  DC,  VA  Medical  Center  and  John 
Vitikacs  of  The  American  Legion  for  helping  arrange  for  John  to  be 
with  us  today. 

Our  second  panelist  is  Clarice  Bowen  who  has  cared  for  her  hus- 
band, David,  for  some  30  years  now.  Since  1983,  she  has  received 
assistance  from  the  Baltimore  VA  Medical  Center's  hospital-based 
home  care  (HBHC)  program.  I  want  to  thank  Carol  Hall  of  the  Bal- 
timore HBHC's  staff  wno  drove  Clarice  to  the  hearing  this  morn- 
ing, as  well  as  Marilyn  Wagster,  the  program's  director,  and  David 
Gorman  of  the  Disabled  American  Veterans  who  put  the  Commit- 
tee staff  in  contact  with  you,  Clarice.  I  thank  you  very  much. 
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Before  we  start,  obviously  I  want  to  call  on  our  distinguished 
friend,  Senator  Graham  of  Florida,  for  any  comments. 

OPENING  STATEMENT  OF  SENATOR  GRAHAM 

Senator  Graham.  Thank  you,  Mr.  Chairman.  I  appreciate  vour 
calling  this  hearing  as  part  of  a  series  of  hearings  on  the  role  of 
the  VA  in  the  new  health  care  environment.  I  have  a  written  state- 
ment that  I  would  like  to  file,  but  if  I  could  just  make  a  couple  of 
comments. 

I  think  there  are  some  important  philosophies  of  the  VA's  rela- 
tionship with  long-term  care.  One  of  those  is  the  opportunity  for 
the  VA  to  be  a  role  model.  The  best  care  for  older  Americans  ought 
to  be  provided  through  the  VA  and  that  experience  then  becomes 
part  of  the  national  laboratory  of  how  we  extend  that  care  to  all 
Americans.  Second  as  a  matter  of  philosophy  is  that  the  VA's  re- 
sponsibility is  to  assure  services  are  available,  not  necessarily  to  be 
the  direct  provider  of  those  services.  That  is  particularly  true  as  it 
relates  to  long-term  care  where  many  of  the  services  will  be  of  a 
relatively  nontraditional  nature  in  terms  of  VA's  past  experience. 

And  that  goes  to  the  third  point,  which  is  that  the  provision  of 
long-term  care  is  the  provision  of  care  in  relationship  to  the  nature 
of  the  aging  process.  A  phenomena  that  we  are  dealing  with  unique 
literally  to  the  history  of  the  world  is  the  large  number  of  people 
who  are  reaching  very  advanced  ages.  In  my  State  of  Florida  today, 
approximately  1.5  percent  of  our  population  is  over  the  age  of  85 
and  by  the  year  2005  it  is  estimated  that  almost  3  percent  of  our 
population  will  be  over  the  age  85.  There  is  no  society  in  the  his- 
tory of  the  world  that  has  ever  dealt  with  that  scale  of  aged  popu- 
lation. 

The  reality  is  that  most  people  do  not  have  a  sudden  fall  off  in 
their  capabilities.  It  is  a  gradual  process  that  relates  to  advanced 
age.  Therefore,  the  services  that  are  required  must  respond  to  that 
gradual  process  and  do  so  in  a  way  that  maximizes  the  independ- 
ence of  the  citizen  rather  than  prematurely  requiring  a  loss  of  that 
independence  through  institutionalization. 

I  am  concerned  about  a  couple  of  points  within  the  VA  that  I 
would  like  to  particularly  raise  at  this  hearing  todav.  One  is  that 
from  some  previous  comments  the  representatives  of  the  VA  seem 
to  draw  a  distinction  between  its  responsibility,  which  is  to  provide 
institutional  services  such  as  nursing  homes,  but  that  community- 
based  services  are  somebody  else's  responsibility.  I  think  that  is  an 
artificial  distinction.  The  question  is  what  is  the  most  appropriate 
service  in  order  to  meet  the  needs  of  the  aged  veteran.  If  that  most 
appropriate  service  can  be  provided  in  a  commimity  setting,  it  is 
not  only  beneficial  for  the  veteran  but  it  is  also  beneficial  to  the 
American  taxpayer  because  that  generally  is  a  less  expensive  serv- 
ice. 

Second,  that  the  VA  has  had  an  orientation  toward  seeing  its 
role  as  being  a  direct  provider.  I  believe  that  especially  in  the  area 
of  long-term  care,  the  opportunities  to  use  existing  services  that  are 
available,  whether  they  be  unused  nursing  home  oeds,  I  would  say, 
Mr.  Chairman,  that  I  suspect  that  one  of  the  consequences  of  na- 
tional health  care  will  be  to  create  more  capacity  in  the  system  as 
we  find  that  crisis  and  acute  care  beds  are  going  to  be  less  needed 
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and,  therefore,  there  will  be  a  movement  to  conversion  of  those  to 
long-term  care  facilities  and  particularly  the  use  of  community- 
based  systems  of  home  care  rather  than  have  the  VA  set  up  its  own 
parallel  system  of  home  care. 

So  those  are  my  philosophies  of  the  VA's  long-term  care  and 
some  concerns  in  terms  of  applying  those  philosophies  to  the  his- 
toric pattern  of  VA  health  care  delivery.  I  look  forward  to  the 
chance  of  exploring  those  issues  in  this  hearing  today. 

[The  prepared  statement  of  Senator  Graham  appears  on  page 
317.1 

Chairman  ROCKEFELLER.  Senator,  in  Congress  we're  often  ac- 
cused of  fatuously  praising  each  other  and  that's  part  of  the  reason 
that  86  percent  of  the  American  people  wish  we  would  go  away  to 
the  bottom  of  South  America  somewhere,  but  they  ought  to  listen 
to  you  more.  You  are  incredibly  thoughtful  and  you  represent  a 
State  that  faces  this  problem  like  no  other  State  in  this  entire 
country.  So  not  just  from  the  veterans  perspective,  but  from  the 
nonveterans  perspective,  you  have  really  been  into  it,  you  know  it, 
you're  an  expert  in  it,  and  your  attendance  here  this  morning  is 
witness  to  that.  I  am  constantly  grateful  to  you. 

Senator  Graham.  Thank  you,  sir. 

Chairman  Rockefeller.  Mr.  Azzara,  would  you  like  to  make 
some  comments,  sir,  about  your  situation. 

Mr.  Azzara.  My  situation  particularly  or  overall? 

Chairman  Rockefeller.  As  you  wish. 

STATEMENT  OF  JOHN  AZZARA,  PATIENT,  WASfflNGTON,  DC, 
VA  MEDICAL  CENTER 

Mr.  Azzara.  I  am  kind  of  interested  in  what  the  Senator  just  got 
through  talking  about  in  reference  to  that  long-term  health  care. 
I  would  wonder  if  it  can  be  instead  of  institutionalizing  us  or  hos- 
pitalizing us,  how  about  the  home  health  care.  Could  it  be  a  part 
of  setting  us  up  in  our  home  where  we  could  enjoy  our  family  and 
lead  a  normal  life. 

Chairman  Rockefeller.  I  think  that  is  going  to  be  a  very,  very 
major  part  of  long-term  care's  future.  I  think  it  will  be  the  domi- 
nant part  in  long-term  care's  future,  home  and  community-based 
care.  But  we  would  be  very  interested  in  hearing  about  you,  Mr. 
Azzara,  and  any  of  your  thoughts  on  your  situation,  any  reflections 
you  might  have.  I'll  have  some  questions  for  you,  but  I  would  like 
to  get  a  sense  of  your  views. 

Mr.  Azzara.  Tnen  I  will  try  to  give  you  a  broad  perspective  here. 
I  have  been  in  the  VA  system  since  January  of  1971  and  gone 
through  basically  the  open-air  kind  of  orders  we  had  over  in  the 
military  to  where  we  are  at  right  now,  where  they  have  kind  of  sec- 
tioned it  off  to  make  it  a  hospital  environment,  to  where  it  is  partly 
attractive  now.  I  can  see  why  back  then  the  nursing  staff  was  very, 
very  high  and  the  patients  weren't  that  involved  then.  As  the  years 
progressed,  you  can  see  more  Vietnamers  coming  into  it  now  as  we 
age  in  our  illness.  The  nurses  now  aren't  staying  there,  they  are 
going  to  other  hospitals.  If  they  could  kind  of  get  a  connection  here, 
we  all  could  make  it  a  common  place  to  really  live  and  be  home 
and  enjoy  our  families  and  still  have  the  facilities  to  keep  us  func- 
tional and  enjoying  life. 
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Chairman  Rockefeller.  Why  don't  you  just  reflect  on  the  health 
care  that  you  feel  that  you're  getting  from  VA  and  your  thoughts 
about  that. 

Mr.  AzzARA.  The  health  care  I  am  presently  getting  I  am  com- 
pletely satisfied  with.  It  has  been  four  star  as  far  as  I  am  con- 
cerned. 

Chairman  Rockefeller.  Now  why  is  that?  What  do  you  look  for 
and  what  are  you  getting?  Why  are  you  satisfied  with  your  care? 

Mr.  AzzARA.  I  have  MS.  Right  after  I  came  back  from  Vietnam — 
I  forget  how  many  months  later — I  developed  this  and  it  is  an  on- 
going process,  as  everybody  knows,  and  I  am  lucky  that  it  has  been 
a  slow  illness  and  I  am  able  to  gradually  see  the  groundwork  and 
go  through  it  to  where  we're  at  right  now. 

All  of  the  care  that  I  have  gotten  through  the  VA  hospital  here 
in  Washington  has  been  extremely  up  to  par  as  far  as  myself  is 
concerned. 

Chairman  Rockefeller.  I  want  to  say  to  Senator  Graham  that 
we  can  both  interact — no  particular  structure  here — just  so  that  we 
can  get  both  Mr.  Azzara  and  Ms.  Bowen  talking  about  their  feel- 
ings. 

what  is  it  that  you  look  for  in  order  to  say  "I  am  satisfied"  with 
my  VA  care?  What  do  you  have  to  see? 

Mr.  Azzara.  I  would  like  to  see  that  home  health  care  magnified. 

Chairman  Rockefeller.  No,  I  understand  that,  but  in  terms  of 
reflecting  on  your  own  situation.  Actually,  it  is  unusual.  I  just 
brought  my  wife  home  from  the  hospital  late  last  night  and  there 
are  not  many  folks  who  come  out  of  any  hospital,  veterans  or  non- 
veterans,  who  just  say  I  am  completely  satisfied.  Your  long-term 
care  situation  is  different  and  I  understand  that,  but  you  seem  to 
be  completely  satisfied  and  I  would  just  like  you  to  reflect  on  why 
you  feel  that  way. 

Mr.  Azzara.  I  think  due  to  the  quality  of  people  that  are  there 
plus  the  environment.  It  is  just  like  my  second  home  essentially  be- 
cause it  is  very — I  hate  to  use  the  word  "love" — but  I  love  going  to 
that  hospital  because  it  is  really  attractive  as  far  as 

Chairman  Rockefeller.  But  you  just  reacted  very  strongly 
when  Senator  Graham  talked  about  home  health  care. 

Mr.  Azzara.  Well,  if  we  had  that  option  of  home  care  as  opposed 
to  a  hospital.  But  as  far  as  hospitals,  everything  there  at  that  VA 
hospital  has  been  four  star  as  far  as  I  am  concerned.  I  have  had 
very  good  services.  The  only  thing  is  I  think  some  of  the  older 
equipment  needs  to  be  replaced,  needs  to  be  updated.  That  would 
be  a  help.  Bed  space  needs  to  be  magnified  a  little  bit  I'm  sure  be- 
cause as  the  years  go  by  and  we  get  older,  Vietnamers  are  going 
to  start  going  into  hospitals  more  and  they  are  going  to  have  to  be 
bigger.  The  nursing  staff  is  going  to  have  to  be  updated,  all  of  that. 
You  have  got  a  fair  amount  of  good,  highly  qualified  staff  there  now 
and  they  need  to  be  kept  there.  They  need  an  incentive  to  keep 
them  there  and  not  running  to  other  hospitals  for  better  things 
that  the  VA  doesn't  provide  them  with.  So  you  have  got  that  com- 
petitive process  there. 

Chairman  ROCKEFELLER.  Mrs.  Bowen,  why  don't  you  go  ahead 
and  say  what  you  would  like  to  say  so  that  Senator  Graham  and 
I  can  talk  to  both  of  you. 
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STATEMENT  OF  CLARICE  BOWEN,  CAREGIVER  AND  SPOUSE 
OF  DAVID  BOWEN,  PATIENT,  BALTIMORE,  MARYLAND,  VA 
MEDICAL  CENTER 

Mrs.  BowEN,  Thank  you.  My  husband  was  diagnosed  in  1957  as 
having  MS.  His  deterioration  process  has  progressed  real  slowly 
with  no  remission.  We  have  been  married  for  50  years  and  he  has 
been  sick  for  30. 

Ten  years  ago  I  was  told  about  the  hospital  home-based  care.  I 
live  in  Baltimore  and  we  have  the  hospital  home-based  care  there. 
They  provide  a  veiy,  very  fine  service  from  the  coordinator  down 
to  the  volunteers.  But  there  are  a  few  things  that  I,  personally, 
could  use.  My  husband  is  at  home;  he  has  always  been  at  home 
with  me.  I  have  never  put  him  in  a  nursing  home.  Hospital  home- 
based  care  is  only  a  phone  call  away  but  there  are  times  when  I 
could  use  an  aide  to  come  in  to  help  me.  I'll  give  you  an  example. 

Chairman  Rockefeller.  Your  husband  also  has  multiple  sclero- 
sis? 

Mrs.  BowEN.  In  November  of  last  year,  I  was  carjacked  and  I 
had  to  be  hospitalized.  I  had  to  go  out  and  pay  someone  to  stay 
there  with  my  husbgmd  for  just  a  couple  days  while  I  was  in  the 
hospital  and  I  needed  help  when  I  came  home  because  I  couldn't 
care  for  him  because  I  was  in  bed. 

The  only  thing  that  I  can  see  that  is  needed  when  you  are  caring 
for  your  loved  ones  at  home  with  the  hospital  home-based  care  is 
if  they  could  just  provide  me  with  an  aide  or  provide  aides  to  give 
you  a  helping  hand.  They  have  the  doctors,  they  have  the  nurse 
practitioners,  I  can  go  the  social  worker.  They  are  all  just  a  phone 
call  away.  But  there  are  a  couple  of  things  that  I  feel  could  be  im- 
proved. 

Chairman  Rockefeller.  You  mean  basic  health  services? 

Mrs.  Bowen.  Basic  health. 

Chairman  Rockefeller.  Bathing,  cleaning  the  house  to  some 
degree,  giving  you  a  chance  to  get  out? 

Mrs.  Bowen.  Yes,  right.  I  spend  a  little  quality  time  with  my 
husband.  We  set  aside  an  hour  a  day  to  spend  quality  time  with 
him.  I  set  aside  a  couple  of  hours  a  day  for  quality  time  for  myself 
to  do  what  I  feel  I  want  to  do.  But  there  are  times  when  I  go  out 
that  I  have  to  rush  back.  If  I  have  a  dentist  appointment  or  I  have 
a  doctor's  appointment  or  if  I  go  someplace,  I  have  to  rush  back  be- 
cause we  live  on  a  fixed  income  and  I  can  only  afford  to  pay  so 
much  for  someone  to  care  for  him.  That's  a  problem  also. 

Chairman  Rockefeller.  Senator  Graham,  do  you  have  ques- 
tions? 

Senator  Graham.  Mr.  Azzara,  how  often  do  you  go  to  the  VA 
medical  center? 

Mr.  Azzara.  From  the  beginning  to  the  present,  it  has  been  aver- 
aging maybe  every  4  months,  5  months. 

Senator  Graham.  And  do  you  receive  any  VA  medical  or  social 
services  in  your  home? 

Mr.  Azzara.  Not  at  the  present  other  than  the  transportation  to 
get  me  from  the  house  to  the  hospital  or  wherever  the  appointment 
is. 

Senator  Graham.  Is  there  any  other  non-VA  agency  that  pro- 
vides you  with  home  care  services? 
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Mr.  AzzARA.  No. 

Senator  Graham.  Mrs.  Bowen,  in  your  situation  do  you  receive 
any  home  care  services  either  through  the  VA  or  any  other? 

Mrs.  Bowen.  The  hospital  home-based  care  has  set  up  for  me  to 
have  visiting  nurses  at  the  present  time.  I  also  have  an  aide  and 
this  is  because  my  husband  iust  came  out  of  the  hospital,  he  was 
very  ill  and  I  needed  skilled  nurses  in  the  home.  Even  with  my 
help  I  still  needed  the  skilled  nurses.  I  also  have  an  aide  but  this 
is  a  temporary  thing.  I  don't  know  for  how  long  I'll  have  that. 

Senator  Graham.  And  are  those  provided  by  the  VA? 

Mrs.  Bowen.  Hospital  home-based  care  sets  it  all  up.  We  need 
more  hospital  home-based  care.  If  we  had  more  hospital  home- 
based  care,  more  patients  or  more  veterans  could  stay  in  the  home. 
It  is  the  best  thing  that  has  ever  happened  to  us. 

Senator  Graham.  Under  Medicare  your  eligibility  to  receive 
home  care  is  as  a  result  of  being  discharged  from  a  hospital,  you 
have  a  certain  number  of  days  of  eligibility. 

Mrs.  Bowen.  My  husband  doesn't  nave  Medicare. 

Senator  Graham.  I  know  that  but  is  that  the  same  situation  with 
the  VA?  That  the  home  care  is  a  function  of  the  fact  that  you've 
been  in  the  hospital,  you've  been  discharged,  and  this  is  sort  of  the 
assistance  immediately  after  hospitalization? 

Mrs.  Bowen.  And  in  some  cases  the  hospital  home-based  care 
will  go  a  little  more  in  detail  depending  on  my  situation. 

Chairman  Rockefeller.  Could  you  please  go  over  again  the  peo- 
ple that  come  in  to  be  helpful?  You  mentioned  the  need  that  you 
would  like  to  get  some  rest,  but  you  also  mentioned  a  number  of 
health  care  professionals  who  come  into  your  home.  What  kind  of 
health  care  professionals  are  they,  and  when  do  they  come  in,  and 
what  do  they  do  for  your  husband? 

Mrs.  Bowen.  I'll  give  you  an  example.  There  is  a  nurse  practi- 
tioner that  if  I  have  problems  I  can  call.  As  early  as  4  a.m.  in  the 
morning  my  husband  was  nmning  a  high  fever  and  he  got  delirious 
and  I  didn't  know  what  to  do.  Well,  I  can  pick  up  a  phone  and  call 
the  nurse  practitioner  and  he  will  advise  me  until  he  can  come  out. 

Chairman  Rockefeller.  Twenty-four  hours  a  day? 

Mrs.  Bowen.  Twenty-four  hours  a  day. 

Chairman  Rockefeller.  You  know  there  is  somebody  there? 

Mrs.  Bowen.  Yes.  Yes. 

Chairman  Rockefeller.  And  when  your  husband  had  a  tem- 
perature you  availed  yourself  of  that  service  and  the  person  came? 

Mrs.  Bowen.  Yes. 

Chairman  Rockefeller.  How  far  do  you  live  from  the  hospital? 

Mrs.  Bowen.  Quite  a  distance. 

Chairman  Rockefeller.  I  mean,  30  years  is  a  very,  very  long 
time. 

Mrs.  Bowen.  Yes,  it  is. 

Chairman  Rockefeller.  You  are  just  really  saying  that  during 
all  of  those  30  years 

Mrs.  Bowen.  In  the  last  10  years,  this  group  of  people,  they  are 
just  fantastic.  They  have  given  us  back  our  life. 

Chairman  Rockefeller.  Then  tell  us  what  it  was  like  before- 
hand, more  than  10  years  ago. 

Mrs.  Bowen.  Before  10  years  ago,  it  was  horrible. 
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Chairman  Rockefeller.  Can  you  describe  that  for  us? 

Mrs.  BowEN.  Yes.  No.  1,  I  would  take  my  husband  to  the  hos- 
pital and  I  have  had  doctors  to  say  what  is  he  taking,  what  medica- 
tion is  he  taking,  and  you  tell  him  and  he  looks  on  the  chart  and 
says,  well,  continue.  When  my  husband  was  diagnosed  as  having 
MS,  he  walked  into  a  doctor's  office — ^he  walked  for  the  doctor,  he 
had  a  foot  drop — and  the  doctor  stated,  "You  have  MS."  My  hus- 
band asked  him  could  this  paralysis  come  from  the  bullet  that  I 
have  in  my  neck?  And  he  said,  no.  And  it  just  went  on  and  on  and 
on.  It  is  a  long  story. 

Chairman  Rockefeller.  Yes. 

Mr.  Azzara,  as  Senator  Murkowski  was  indicating,  it  is  not  really 
clear  yet  that  when  we  have  national  health  reform,  which  I  am 
hoping  very  much  we  will  legislate  this  year,  how  veterans  will  re- 
spond to  it.  For  example,  most  studies  indicate  that  veterans  will 
leave  the  VA  health  care  system  and  go  to  non-VA  health  care  pro- 
viders. My  own  view  is  it  depends  on  what  happens  in  national 
health  care  reform.  If  veterans  who  are  not  currently  eligible  for 
VA  hospital  use  are  allowed  to  bring  their  current  sources  of  fund- 
ing— Medicare,  other  private  insurance — if  they  are  allowed  to 
bring  that  funding  to  VA  hospitals,  if  that  is  one  of  the  choices  they 
have,  they  might  very  well  do  so,  and  you  might  see  a  situation 
where  there  is  increased  use  of  VA.  It  is  just  not  clear  at  this  point. 
Most  people  say  that  there  is  going  to  be  a  lessening  of  use,  but 
I  am  not  really  sure  of  that. 

In  your  case,  if  there  was  the  option  under  health  care  reform 
for  you  to  go  to  care  outside  of  the  VA  system  and  you  found  that 
some  of  your  friends  were  doing  that,  seemed  to  like  it,  would  you 
take  that  opportunity  or  do  you  feel  that  you  are  getting  what  you 
need  and  you  will  stay  here  within  the  VA  system  regardless? 

Mr.  Azzara.  I,  personally,  would  stay  right  where  I'm  at  in  the 
VA  hospital  facility  here  in  Washington. 

Chairman  Rockefeller.  I  am  determined  to  get  something  out 
of  you  which  is  critical.  Let  me  ask  you  this,  if  you  had  to  advise 
Senator  Graham  and  myself  of  one  thing  that  you  would  like  to  see 
in  the  long-term  care  that  you  are  receiving,  one  thing  which  might 
be  done  better,  what  might  that  be? 

Mr.  Azzara.  Oh,  I  thought  you  were  wanting  to  know  the 
outside 

Chairman  Rockefeller.  I  did.  This  is  another  question.  In  other 
words,  if  you  could  advise  Senator  Graham  and  myself  of  some- 
thing that  would  make  care  within  the  VA  system  for  you  even  bet- 
ter, what  might  that  be? 

Mr.  Azzara.  Facility-wise,  if  they  could  bring  some  more  nurses 
in,  make  the  quality  more  attractive  to  keep  the  nurses  we  have 
got  there  and  not  having  them  go  out  to  the  private  sector  where 
there  is  more  attraction. 

Chairman  Rockefeller.  You  mean  where  the  salaries  are  bet- 
ter? 

Mr.  Azzara.  Salaries  and  work 

Chairman  Rockefeller.  And  they  say  this  to  you,  that  we 
would  like  to  stay  here  but 
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Mr.  AzzARA.  But,  right.  I  hear  that  from  the  senior  staff  down 
to  the  custodial  level  that  the  attraction  is  not  there  and  obviously 
they  have  got  to  pay  bills  too  so  thev  have  to  move  on. 

Chairman  Rockefeller.  Then  that,  of  course.  Senator  Graham 
knows  better  than  I,  is  one  of  the  problems,  that  people  sometimes 
think  that  the  VA  health  care  system  is  an  entitlement  and  it  isn't. 
We  have  to  appropriate  every  single  year  the  amount  of  money  so 
that  it  is  not  the  fee-for-service  supply  side  based  salary  system, 
for  example,  that  the  non-VA  commercial  hospitals  have  at  their 
disposal.  So  this  is  one  of  the  problems  that  we  constantly  face. 

But  you  are  expressing  a  general  level  of  satisfaction. 

Mrs.  Bowen,  do  you  have  any  other  thoughts  that  you  would  like 
to  share  with  Senator  Graham  and  myself? 

Mrs.  BowEN.  I  would  like  to  see  more  hospital-based  home  care 
teams  formed  so  that  the  veterans  can  stay  in  their  homes.  I  don't 
approve  of  nursing  homes.  My  husband  has  done  very  well  at 
home.  I  am  the  caregiver  and  the  reason  he  is  doing  well  at  home 
is  because  I  have  a  good  support  group.  This  is  really  what  is  need- 
ed, support  groups  to  go  into  the  homes.  I  really  feel  that  if  more 
elderly  people  had  this  support  group  and  knew  that  they  had 
someone  that  they  could  depend  on,  they  would  keep  their  loved 
ones  at  home.  I  have  four  granddaughters  and  my  husband  partici- 
pates in  graduations,  by  video  of  course,  and  he  is  quite  happy.  But 
if  it  wasn't  for  this  group,  I  don't  know  where  we  would  be.  We 
would  fall  apart. 

Chairman  Rockefeller.  That's  the  VA  support  group? 

Mrs.  Bowen.  That's  the  VA  support  group. 

Chairman  Rockefeller.  And  I  am  sure  you  have  support  within 
your  neighborhood  too. 

Mrs.  Bowen.  My  family  lives  close  by.  I  have  different  people 
who  come  in  to  sit  for  me  if  I  have  a  doctor's  appointment  or  if  I 
have  to  go  shopping  which  I  have  to  pay;  I  pay  them  of  course. 

Chairman  Rockefeller.  What?  How  much? 

Mrs.  Bowen.  Always  the  minimum.  [Laughter.] 

Chairman  Rockefeller.  OK.  Senator  Graham,  do  you  want  to 
go  ahead? 

Senator  Graham.  Mr.  Chairman,  I  must  apologize  that  I  am 
going  to  have  to  leave  in  about  2  minutes.  But  I  would  like  to  ask 
questions. 

Mrs.  Bowen,  have  you  asked  some  personnel  at  the  VA  about  the 
availability  of  home  care  of  the  type  you  described  you  needed? 

Mrs.  Bowen.  Yes. 

Senator  Graham.  And  what  answer  did  you  get? 

Mrs.  Bowen.  I  was  given  an  answer  and  I  was  given  some  tele- 
phone numbers  to  call.  But  at  the  present  time,  I  wasn't  the  only 
one  there  asking  for  help  and  at  that  time  they  didn't  have  any- 
body that  could  help  me.  There  are  quite  a  few  elderly  people  out 
there  who  need  help. 

Senator  Graham.  Mr.  Azzara,  have  you  asked  personnel  at  the 
Washington  VA  facility  for  assistance  in  your  home? 

Mr.  Azzara.  The  assistance  that  I  did  ask  for  they  made  the 
doors  wider  so  that  I  could  operate  in  my  chair.  But  as  far  as  the 
assistance  coming  in  to  help  my  wife  out,  it  hasn't  been  addressed 
yet. 
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Senator  Graham.  Have  you  requested  it  and  they  have  said  I'm 
sorry,  we  can't  provide  those  services. 

Mr.  AzzARA.  They  didn't  say  they  can't.  They  said  they  were 
going  to  look  into  it. 

Senator  Graham.  The  reason  I  was  raising  that,  just  looking  at 
the  titles  of  the  people  on  the  next  panel,  Mr.  Chairman,  the  first 
being  the  director  of  Adult  Day  Health  Care  at  the  Portland,  Or- 
egon, VA  Medical  Center  and  other  titles  analogous  to  that  for  oth- 
ers, I  get  the  impression  that  there  seems  to  be  a  difference  in  the 
nature  of  services  provided  from  one  VA  medical  center  to  the 
other.  Again,  I  regret  that  I  cannot  be  here  to  explore  that,  but,  if 
that  is  the  case,  I  would  like  to  understand  what  is  the  basis  of 
the  differential  in  care  and  what  has  been  learned  from  facilities 
like  the  one  in  Portland  that  is  providing  adult  day  care  that  might 
be  shared  with  the  Washington  center  to  its  benefit  and  particu- 
larly to  the  benefit  of  folks  like  Mrs.  Bowen  and  Mr.  Azzara. 

Chairman  Rockefeller.  I'll  try  to  ask  those  questions  to  reflect 
your  interest.  Senator. 

I  want  to  thank  both  of  you  very,  very  much.  You  are  real  people 
who  are  going  through  real  experiences  everyday.  We're  not  talking 
theory  with  you;  we  are  talking  about  day-to-day  living,  getting  by, 
making  do  as  best  as  you  can.  It  is  extremely  important  that  people 
see  you  and  imder stand  you  and  get  a  sense  from  you  of  how  you 
feel  and  what  your  thoughts  are.  So  I  am  terribly  grateful  to  both 
of  you.  I  know  it  is  inconvenient  for  both  of  you  to  come  here,  but 
you  have,  and  you  have  been  very,  very  helpful,  and  I  want  to 
thank  you. 

Mrs.  Bowen.  This  is  one  of  my  vacation  days.  I  am  in  my  house 
24  hours  a  day  and  when  I  was  asked  to  come  I  was  very  pleased. 
It  gets  me  out  of  the  house.  [Laughter.] 

Chairman  Rockefeller.  You're  terrific. 

Mr.  Azzara.  My  wife  is  the  same  way.  Just  part  of  the  team. 

Chairman  Rockefeller.  Thank  you  both  very,  very  much.  I  am 
very  proud  to  have  you  here. 

Mr.  Azzara.  Thank  you  for  having  us. 

Chairman  Rockefeller.  Our  second  panel,  as  Senator  Graham 
indicated,  is  composed  of  six  VA  health  care  professionals  who  are 
going  to  tell  us  about  innovative  programs  that  they  operate  at  VA 
medical  centers  across  the  Nation.  I  am  going  to  introduce  them  in 
the  order  in  which  an  elderly  veteran  might  encounter  them  in  fact 
at  a  VA  facility. 

An  elderly  veteran  admitted  to  a  VA  inpatient  facility  might  be 
assessed  by  the  staff  of  a  geriatric  evaluation  and  management 
unit— GEM  for  short.  A  GEM  staff  would  determine  the  types  of 
followup  care  the  veteran  may  need.  Dr.  Laurence  Robbins,  who  is 
Associate  Chief  of  Staff  for  Geriatrics  and  Extended  Care  at  the 
Denver  VA  Medical  Center,  will  tell  us  about  the  GEM  and  other 
geriatric  programs  available  at  Denver. 

Dr.  Lissy  Jarvik,  who  is  a  Distinguished  Physician  at  the  West 
Los  Angeles  VA  Medical  Center,  will  tell  us  about  a  variation  on 
the  GEM  program  which  is  called  GET  SMART  that  her  medical 
center  developed  to  assist  elderly  veterans  who  misuse  alcohol,  pre- 
scription drugs,  or  other  psychoactive  substances.  Dr.  Jarvik  is  also 
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a  professor  of  psychiatry  at  the  University  of  California  at  Los  An- 
geles and  an  authority  on  Alzheimer's  disease. 

Once  VA  staff  determine  that  a  veteran  needs  long-term  care, 
they  will  arrange  for  the  veteran  to  be  placed  in  an  appropriate 
program.  Whenever  possible  a  veteran  is  returned  to  his  or  her 
home.  A  veteran  who  needs  assistance  with  feeding,  personal  hy- 
giene, or  other  activities,  or  suffers  from  a  mild  cognitive  disorder, 
may  be  placed  in  an  adult  day  health  care  program.  Sandra  Fresh, 
who  is  Director  of  the  Adult  Day  Health  Care  Program  at  Portland, 
Oregon,  Medical  Center,  will  tell  us  about  this  service.  Sandra,  if 
I  may  call  you  that,  I  understand  that  you  received  special  permis- 
sion to  take  time  out  from  Army  Nurse  Reserve  Officer  Training 
to  ioin  us  today.  Please  tell  your  commanding  officer  that  there  is 
at  least  one  Senator  here  who  is  very,  very  grateful  for  that. 

Ms.  Fresh.  Thank  you. 

Chairman  Rockefeller.  If,  following  discharge,  a  veteran  is  un- 
able to  leave  the  home,  the  veteran  may  receive  assistance  through 
a  hospital-based  home  care  program  such  as  the  one  that  Mrs. 
Bowen  iust  talked  to  us  about.  Anne  Gooden,  program  director  for 
hospital-based  home  care  at  the  Tucson,  Arizona,  VA  Medical  Cen- 
ter, will  tell  us  more  about  this  program  and  other  long-term  care 
services  provided  by  her  medical  center. 

Both  adult  day  health  care  and  hospital-based  home  care  rely  on 
familv  members  and  friends  to  furnish  much  of  the  care  that  an 
elderly  veteran  requires  which  can  be  a  very,  very  stressful  matter. 
Terry  Harbert,  who  is  Chief  of  Social  Work  at  the  Colmery-O'Neil 
VA  Medical  Center  in  Topeka,  Kansas,  will  describe  a  program 
that  he  developed  to  provide  counseling,  respite  care,  and  other 
support  services  to  family  caregivers.  Terry  will  also  discuss  a  resi- 
dence for  Alzheimer's  patients  that  exemplifies  the  benefits  of 
greater  cooperation  between  VA  facilities  and  community  providers. 

Of  course,  some  veterans  can't  return  to  their  homes  after  they 
leave  the  VA  hospital.  Some  have  physical  and  mental  disabilities 
that  are  so  severe  that  their  families  cannot  take  care  of  them. 
Others  do  not  have  families  to  whom  they  can  turn  for  help.  These 
veterans  may  be  placed  in  VA  domiciliaries.  In  the  past,  domicil- 
iaries  were  Old  Soldiers'  Homes,  so  to  speak,  that  did  little  to  im- 
prove their  patients  conditions.  However,  their  missions  have 
changed  dramatically,  as  our  final  witness,  Paul  Smits,  who  is  di- 
rector of  Martinsburg  VA  Medical  Center's  Domiciliary,  will  attest. 
Of  course,  I  care  about  that  since  that's  in  West  Virginia. 

Because  the  panelists  were  not  asked  to  prepare  oral  statements, 
we  will  proceed  directly  to  questions.  This  will  be  freeflowing.  You 
should  feel  free  to  interact  both  with  me  and  to  respond  to  each 
other  as  you  wish.  The  point  of  this  is  to  learn  more.  It  isn't  just 
ask  a  question,  get  an  answer.  The  point  is  to  get  information  out. 
So,  as  you  hear  things  that  stimulate  questions  from  you  and  each 
other,  please  pitch  in. 

Let's  talk  about  program  description  first  so  that  we  can  learn 
a  little  bit  more  about  your  work.  I  would  like  each  of  you  to  de- 
scribe the  programs  that  you  operate  and  ask  each  of  you  to  limit 
your  remarks  to  3  minutes.  Lights  in  front  of  you  will  gently  guide 
you  on  that  matter. 

Dr.  Robbins,  why  don't  we  start  with  you. 


142 

STATEMENT  OF  DR.  LAURENCE  J.  ROBBEVS,  ASSOCIATE  CHIEF 
OF  STAFF,  GERIATRICS  AND  EXTENDED  CARE,  DENVER, 
COLORADO,  VA  MEDICAL  CENTER 

Dr.  ROBBINS.  Thank  you,  Senator.  First,  I  think  speaking  on  be- 
half of  many  people  in  health  care,  I  want  to  thank  you  for  your 
genuine  interest  in  health  care  and  your  knowledge  in  this  area 
and,  specifically  in  Colorado,  for  taking  time  out  from  your  busy 
schedule  last  fall  to  stop  and  talk  to  us  at  the  University  of  Colo- 
rado Health  Sciences  Center. 

Chairman  Rockefeller.  I  remember.  You  were  very  kind. 

Dr.  ROBBINS.  I  am  going  to  describe  two  parts  of  our  program. 
I  think  we  have  a  well-integrated  program  but  I  think  two  rel- 
atively unique  pieces.  One  is  for  the  past  7  years  at  the  Denver 
VAMC  we  have  been  screening  everybody  admitted  to  the  hospital 
over  the  age  of  75,  a  somewhat  arbitrary  target  age  but  it  tends 
to  identify  veterans  at  greatest  risk  for  a  whole  variety  of  problems. 
We  have  developed  a  brief  screening  instrument  that  we  use  to  ac- 
complish this  rather  monumental  task  of  trying  to  evaluate  every- 
body over  75  years  old  who  gets  admitted.  By  doing  so,  we  are  able 
to  early  identify  problems  that  otherwise  would  be  overlooked.  Be- 
cause we  have  a  variety  of  students  in  different  disciplines,  not 
only  physicians  but  pharmacists,  dentists,  et  cetera,  who  partici- 
pate in  the  screening,  the  screening  process  also  serves  as  a  mar- 
velous teaching  instrument  for  showing  trainees  how  many  prob- 
lems they  missed  in  older  folks  by  not  specifically  screening  for 
those  problems. 

The  screening  process  serves  as  the  mechanism  by  which  we 
identify  high  risk  elderly,  determine  whether  they  are  eligible  for 
our  GEM  unit,  geriatric  evaluation  and  management  vmit.  Two  to 
three  week  GEM  unit  stays  are  used  to  try  to  help  elderly  veterans 
recover  from  acute  illnesses  and  occasionally  bringing  them  in  from 
the  community  for  an  evaluation. 

Another  very  unique  part  of  our  program  is  our  rehabilitation 
component  in  our  nursing  home  care  unit.  I  will  describe  the  rehab 
component  afler  describing  the  rest  of  our  nursing  home.  We  have 
60  beds  and,  as  you  know,  we  serve  a  very  large  region.  We  get 
the  most  out  of  those  60  beds  by  using  4  beds  for  respite  care  to 
give  caregivers  a  break;  patients  can  be  admitted  for  1  week,  2  to 
4  times  per  year.  We  have  approximately  250  veterans  enrolled  in 
that  program  and  well  over  100  take  advantage  of  this  program  an- 
nually. 

A  second  part  of  the  nursing  home  program  is  a  hospice  program 
that  is  a  four  bed  unit  providing  care  for  terminally  ill  cancer  pa- 
tients. We  also  have  approximately  20  to  25  beds  set  aside  for  cus- 
todial long-term  care  for  patients  who  have  no  discharge  plans  and 
will  probaoly  remain  in  the  nursing  home  for  the  rest  of  their  lives. 
The  final  part  is  our  rehabilitation  section  where  we  take  care  of 
some  of  the  most  frail  elderly.  These  are  people  who  don't  fall  into 
the  typical  category  of  rehabilitation.  These  are  people  who  oflen 
are  debilitated  after  more  general  illnesses  like  pneumonia.  They 
undergo  more  intensive  care  from  physicians,  nurses,  and  thera- 
pists in  our  long-term  care  setting  than  most  other  long-term  care 
settings.  In  this  special  rehabilitation  program,  we  are  able  to  re- 
turn more  of  these  frail  folks  back  to  the  community. 
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Chairman  Rockefeller,  Thank  you,  Dr.  Robbins.  Thank  you 
very  much. 

[The  prepared  statement  of  Dr.  Robbins  appears  on  p.  319.] 
Chairman  Rockefeller.  We  will  go  on  now  with  Dr.  Jarvik. 

STATEMENT  OF  DR.  LISSY  F.  JARVIK,  DISTINGUISHED  PHYSI- 
CIAN,  WEST  LOS  ANGELES,  CALIFORNIA,  VA  MEDICAL  CEN- 
TER 

Dr.  Jarvik.  I,  too,  would  like  to  thank  you  on  our  behalf  for  hav- 
ing this  hearing  and  giving  us  an  opportunity  to  tell  you  about  the 
great  things  the  VA  does,  and  it  really  does. 

You  mentioned  the  GET  SMART  Program.  It  illustrates  a  num- 
ber of  things.  One,  it  is  a  program  that  is  funded  through  Mental 
Health  and  Behavioral  Sciences  Service  rather  than  any  other 
branch.  And  mental  health  is  often  forgotten  in  the  health  care  sys- 
tem by  pretty  much  everybody. 

The  other  thing  it  illustrates  is  that  an  opportunity  came  along, 
and  in  the  VA,  if  you  can  see  an  opportunity  and  if  you  can  con- 
vince people  that  you  have  a  good  idea,  you  can  go  ahead  and  try 
it  out.  There  was  a  request  for  proposals  on  substance  abuse  and 
one  of  trainees,  one  of  the  fellows  in  our  geriatric  psychiatry  fellow- 
ship training  program — ^funded  now  by  the  VA  but  at  that  time  it 
was  funded  by  NIMH — ^had  the  idea  that  we  should  apply  for  it 
even  though  nobody  thought  of  substance  abuse  and  elderly  going 
together;  and,  we  included  also  a  component  on  medication  misuse. 

We  found  in  this  GET  SMART  Program  not  only  the  medication 
misuse  that  is  widely  known,  but  also  a  substantial  amount  of  sub- 
stance abuse,  particularly  alcoholism,  in  the  elderly  veterans  which 
shouldn't  have  surprised  anybody.  But  veterans,  for  example,  don't 
consider  that  they  have  a  drinkmg  problem  if  they  drink  a  couple 
of  beers  a  day.  As  a  matter  of  fact,  they  think  you  have  a  problem 
if  you  think  that  they  are  drinking  too  much.  But  with  advancing 
age,  the  tolerance  for  alcohol  is  substantially  reduced  and  they  may 
get  into  problems  with  hypertension  that  doesn't  respond  to  the 
usual  treatments  and  many  other  medical  problems  because  of,  for 
example,  what  is  usually  considered  a  very  low  consumption  of  al- 
cohol. And  medication  misuse,  the  same  thing.  It  is  not  only  abus- 
ing psychoactive  medications,  but  a  whole  host  of  substances  in- 
cluding laxatives,  for  example,  which  may  end  up  with  the  veteran 
being  hospitalized  unnecessarily.  Also,  they  don't  take  their  medi- 
cations as  prescribed  because  they  still  feel  very  macho  and  taking 
medications  doesn't  jive  with  the  macho  image.  So  as  soon  as  they 
are  better,  they  stop  taking  their  antihypertensive,  antidiabetics, 
and  what  have  you. 

So  what  we  proposed  was  to  constitute  a  multidisciplinary  team. 
We  not  only  don't  have  an  inpatient  facility  for  this  program,  we 
really  didn't  have  an  outpatient  facility  either  because  we  went  to 
the  medical  wards  and  the  psychiatric  wards  to  look  for  veterans 
who  had  a  problem  with  medication  use.  We  found  an  enormous 
number.  We  have  a  team  consisting  of  a  psychiatrist,  a  psycholo- 
gist, a  social  worker,  a  clinical  pharmacist,  and  the  most  important 
person  is  our  nurse,  LVN  actually,  who  does  the  spade  work.  Ev- 
eryone is  important,  I  mention  her  specifically  only  because  she  has 
the  least  advEinced  degree.  What  we  do  is  we  find  out  from  the  staff 
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as  well  as  from  the  patients  whether  they  think  they  have  a  prob- 
lem, and  then,  we  try  to  help  them  by  whatever  it  takes,  explaining 
to  them  at  an  intellectual  level  what  they  are  supposed  to  be  doing, 
getting  the  right  containers  for  the  pills  so  they  can  keep  track,  or 
identifying  the  psychological  problems  which  oflen  impede  proper 
use  of  medication. 

So  now  what  we  have  found — and  I  am  sorry  that  Senator  Gra- 
ham is  no  longer  here — originallv  we  were  going  to  triage  people 
to  the  community  facilities.  We  found  that  those  are  rarely  avail- 
able. So  we  have  had  to  set  up  a  clinic  within  the  VA  and  have 
the  patients  come  to  us  so  we  can  follow  them.  And  we  do  home 
visits  to  see  how  we  can  help  them  there.  Thank  you. 

Chairman  Rockefeller.  And  that's  in  Los  Angeles? 

Dr.  Jarvik.  In  West  Los  Angeles,  correct. 

Chairman  ROCKEFELLER.  So  those  facilities,  presumably  if  they 
are  not  in  Los  Angeles,  they  wouldn't  be 

Dr.  Jarvik.  I  was  shocked,  I  really  was.  I  thought  all  we  had  to 
do  was  refer  the  people  on  the  outside. 

Chairman  Rockefeller.  I  just  want  to  make  note  of  the  fact. 
Dr.  Jarvik,  that  you  are  in  the  Distinguished  Physician  Program. 
It  is  an  excellent,  excellent  program  and  I  am  very  grateful  that 
you  are  here. 

Dr.  Jarvik.  Thank  you. 

[The  prepared  statement  of  Dr.  Jarvik  appears  on  p.  320.] 

Chairman  Rockefeller.  Ms.  Fresh. 

STATEMENT  OF  SANDRA  FRESH,  DIRECTOR,  ADULT  DAY 
HEALTH  CARE,  PORTLAND,  OREGON,  VA  MEDICAL  CENTER 

Ms.  Fresh.  I  also  thank  you  for  inviting  me  here  to  talk  about 
a  program  that  I  get  very  excited  about.  Adult  day  health  care  is 
a  relatively  new  program  in  the  VA  having  begun  8  years  ago. 

Chairman  ROCKEFELLER.  You  began  where  you  are? 

Ms.  Fresh.  Yes,  8  years  ago.  Actually,  Portland  was  one  of  the 
four  demonstration  sites  for  the  VA.  It  is  a  therapeutically  oriented 
outpatient  treatment  program  for  frail  elderly  veterans.  Veterans 
come  to  our  program  for  1  to  5  days  a  week  and  spend  5  hours  with 
us  during  that  day.  During  those  5  hours,  we  provide  them  with 
individual  health  and  functional  assessment  and  primary  health 
care  which  alleviates  their  need  to  go  to  other  primary  clinic  sites 
in  the  VA  such  as  general  medicine  clinics  or  geriatric  clinics.  We 
provide  rehabilitative  services  to  improve  their  function  and  to 
maximize  the  strengths  that  they  do  have.  We  provide  case  man- 
agement to  coordinate  the  services  that  they  receive  both  within 
the  VA  and  to  refer  them  to  and  coordinate  care  that  they  receive 
from  services  in  the  community.  We  also  provide  individual  inter- 
ventions, such  as  nursing  care  or  rehabilitative  therapies.  And  we 
provide  group  planned  activities.  Those  are  planned  specifically  for 
the  patients'  needs  and  their  ability  levels.  These  are  used  to  im- 
prove their  motivation,  to  get  them  activated,  to  have  fun. 

We  also  provide  support,  day  respite,  and  education  to  the 
caregivers  who  are  there  with  the  veteran  in  their  homes  providing 
care  24  hours  a  day,  7  days  a  week. 

Adult  day  health  care  is  staffed  by  an  interdisciplinary  team. 
This  has  been  an  important  component  in  that  we're  able  to  pro- 
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vide  a  broad  spectrum  of  services  within  the  program  itself  and  we 
are  able  to  coordinate  services  readily  within  the  program. 

We  also  provide  education  to  trainees  from  a  variety  of  dis- 
ciplines— nursing,  medicine,  occupational  therapy,  social  work, 
kineso  therapy,  psychology.  For  many  of  these  trainees  it  is  the 
only  experience  they  have  in  noninstitutional  settings.  They  come 
away  with  a  great  many  experiences  that  help  them  as  they  return 
to  their  other  settings  in  knowing  what  it  is  like  to  tiy  to  adapt 
to  chronic  illness  and  be  able  to  maintain  in  a  community  setting. 
This  then  helps  them  better  preplan  when  they  are  looking  at  dis- 
charging patients  from  the  hospital  or  a  nursing  home  care  unit. 

In  summary,  I  think  for  the  patients  who  are  frail  elderly  veter- 
ans or  veterans  who  have  multiple  complex  interactive  medical  con- 
ditions which  result  in  frequent  hospitalizations,  adult  day  health 
care  can  clearly  be  an  answer  to  enable  them  to  be  able  to  continue 
living  at  home  and  thrive.  Thank  you. 

Chairman  Rockefeller.  Thank  you  very  much,  Ms.  Fresh. 

[The  prepared  statement  of  Ms.  Fresh  appears  on  p.  322.] 

Chairman  Rockefeller.  Anne  Gooden. 

STATEMENT  OF  ANNE  HANEY  GOODEN,  PROGRAM  DIRECTOR, 
HOSPITALr-BASED  HOME  CARE,  AND  PROGRAM  COORDINA- 
TOR,  ADULT  DAY  HEALTH  CARE,  TUCSON,  ARIZONA,  VA  MED- 
ICAL CENTER 

Ms.  Gooden.  Thank  you  for  the  opportunity  to  talk  about  the 
hospital-based  home  care  program  known  as  HBHC,  a  subject  dear 
to  my  heart. 

Mark  Twain  once  remarked  that  our  ancestors  stole  some  of  our 
best  ideas,  and  I  think  one  of  those  best  ideas  may  have  been  home 
care.  It  is  an  idea  that  has  been  around  for  a  long  time  but  it  is 
getting  a  fresh  look  today  as  a  humane  and  cost-effective  way  to 
deliver  health  care. 

Chairman  Rockefeller.  You  put  that  in  an  interesting  way.  It 
is  so  obvious,  isn't  it. 

Ms.  Gooden.  Let  me  just  briefly  tell  you  how  the  Hospital-Based 
Home  Care  Program  differs  from  other  home  care  programs  such 
as  a  visiting  nurse  service.  Nurses  are  the  backbone  of  our  program 
also  but  we  have  in  addition  a  social  worker,  a  dietitian,  an  occupa- 
tional therapist,  and  a  physician  on  our  team.  The  physician's  in- 
clusion in  the  team  is  important  because  not  only  does  our  doctor 
make  home  visits,  but  she  also  manages  care  in  such  a  way  that 
we  can  avoid  unnecessary  costly  hospitalizations  and  emergency 
room  visits.  So  obviously  this  is  important  as  a  cost-containment 
measure. 

The  types  of  patients  that  we  serve  at  home  are  often  frail  elder- 
ly sick  veterans  whose  wives  or  caregivers  tend  also  to  be  frail  el- 
derly people.  We  serve  chronically  ill  of  all  ages.  The  age  range  in 
our  program  right  now  is  from  25  to  98.  We  also  tend  to  serve  peo- 
ple with  multiple  problems,  such  as  multiple  medical  problems 
along  with  perhaps  psychiatric  problems  and  very  limited  financial 
resources.  This  is  where  the  team  concept  comes  in  because  we 
have  not  only  the  doctors  and  the  nurses  on  the  team,  we  also  have 
the  social  worker,  the  dietitian,  the  occupational  therapist  so  we 
can  deal  with  the  nutritional,  social,  and  functional  problems  which 
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cause  people  to  go  to  nursing  homes  just  as  often  as  the  medical 
problems  do. 

One  of  the  benefits  to  the  patients  in  our  program  is  that  we  can 
link  them  to  other  needed  resources  in  the  community  and  within 
the  VA  system.  Within  our  hospital,  for  instance,  we  can  link  peo- 
ple to  the  respite  program  which  gives  the  caregiver  a  break  for  a 
couple  of  weeks  a  couple  of  times  a  year,  and  to  the  hospice  pro- 
gram. If  we  have  someone  at  home  who  is  terminally  ill  and  does 
not  wish  to  remain  at  home,  we  can  use  the  inpatient  hospice  pro- 
gram or  we  can  link  to  the  community  nursing  homes. 

In  closing,  let  me  say  that  what  makes  HBHC  a  real  joy  to  those 
of  us  who  work  in  it  is  that  we  immediately  see  the  effects,  the 
change,  the  improvement  in  the  quality  of  life  for  the  people  that 
we  work  with.  It  truly  is  a  joy. 

I  thank  you  for  the  opportunity  to  talk  about  HBHC  and  I  hope 
you  will  ask  questions  so  I  can  tell  you  more.  Thank  you. 

Chairman  Rockefeller.  Thank  you,  Anne  Gooden.  I  note  that 
Mrs.  Bowen  was  shaking  her  head  like  this  behind  you  in  the  audi- 
ence. 

[The  prepared  statement  of  Ms.  Gooden  appears  on  p.  323.] 

Chairman  Rockefeller.  Terry  Harbert,  we  would  be  glad  to 
hear  from  you. 

STATEMENT  OF  TERRY  L.  HARBERT,  CHIEF  OF  SOCIAL  WORK 
SERVICE,  TOPEKA,  KANSAS,  VA  MEDICAL  CENTER 

Mr.  Harbert.  Senator,  I  also  want  to  thank  you  for  the  oppor- 
tunity to  talk  about  long-term  care  programs.  We  started  the  sev- 
eral programs  that  are  listed  on  the  summary  that  I  sent  in  as  a 
result  of  looking  at  the  whole  issue  of  long-term  care  and  what  it 
really  meant  for  patients.  I  think  one  of  the  things  that  we  resolved 
in  our  own  mind  is  that  long-term  care  is  not  just  medical  care  but 
it  has  to  include  a  lot  of  social  services.  We  needed  to  do  some 
things  to  make  that  model  a  part  of  what  was  in  the  hospital. 

One  of  the  philosophical  changes  that  my  staff  decided  to  make 
is  instead  of  looking  for  alternatives  to  institutional  care,  we  would 
look  at  institutional  care  as  an  alternative  to  home  care.  Starting 
from  that  perspective,  most  of  the  programs  that  we  designed  were 
using  care  coordination  models  with  a  focus  on  trying  to  keep  peo- 
ple in  their  own  home. 

The  first  one  we  started  was  caregiver  support 

Chairman  ROCKEFELLER.  Mr.  Harbert,  let  me  just  interrupt.  This 
isn't  going  to  count  against  your  time.  But  what  you  are  saying,  if 
I  heard  you  correctly,  is  that  you  are  trying  to  come  up  with  ways 
within  the  institution  to  make  less  necessary  home-based  care.  Is 
that  what  you  are  saying? 

Mr.  Harbert.  No.  To  make  institutional  care  less  necessary. 

Chairman  Rockefeller.  Oh,  I  see.  OK 

Mr.  Harbert.  I  am  trying  to  say  that  institutional  care  tended 
to  be  the  outcome  that  initially  was  occurring.  When  I  first  went 
to  Topeka  the  contract  nursing  home  program  had  about  120  pa- 
tients in  it  at  any  one  time.  It  has  12  in  it  right  now.  And  where 
those  people  went  that  used  to  go  into  the  nursing  home  is  to  their 
own  home.  So  we  thought  what  was  necessary  was  a  philosophical 
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change  on  the  part  of  the  staff  to  view  home  as  the  first  choice 
rather  than  the  alternative  to  being  in  an  institution. 

So  we  started  with  a  caregiver  support  program.  And  listening 
to  Mrs.  Bowen  this  morning,  I've  heard  the  same  story  that  she 
tells  from  many  caregivers  who  are  very  dedicated  and  courageous 
people.  They  are  taking  care  of  relatives  in  their  own  home  that  I 
think  a  lot  of  people  in  the  health  care  settings  would  naturally  put 
in  a  nursing  home  to  begin  with.  In  the  process  of  doing  that  pro- 
gram, we  learned  it  took  a  lot  of  effort  on  the  part  of  the  caregivers 
just  to  accept  some  of  the  services.  They  were  so  dedicated  to  car- 
ing for  their  relative  to  even  let  us  get  their  husband  into  the  res- 
pite program  took  some  counseling  on  our  part.  I  don't  know 
whether  that  would  be  the  case  with  Mrs.  Bowen  or  not  but  it  cer- 
tainly has  been  with  a  lot  of  the  folks  that  we  serve. 

The  other  thing  that  I  think  has  been  really  interesting  is  mov- 
ing the  location  of  my  inpatient  social  work  staff  more  into  out- 
patient care  where  they  know  the  patient  as  an  outpatient  in  their 
own  home  rather  than  in  the  medical  setting.  Let  me  give  you  a 
real  quick  example  of  how  that  works.  About  18  months  ago,  we 
got  a  consult  from  a  physician  saying  please  put  this  man  in  a 
nursing  home.  We  knew  this  patient  as  an  outpatient.  We  knew 
where  he  lived.  He  is  90  years  old  and  lives  in  his  own  apartment 
with  his  cat.  He  wanted  to  stay  there.  We  were  able  to  put  various 
services  in  place  such  as  homemakers  and  home  health  aides  so 
that  he  could  stay  there.  I  think  a  few  years  ago  when  the  social 
work  practice  would  have  been  primarilv  in  the  hospital  our  tend- 
ency would  have  been  to  just  go  ahead  and  make  the  placement 
into  the  nursing  home  rather  than  looking  at  that  other  alter- 
native. 

Another  thing  that  I  want  to  mention  is  the  community  partner- 
ships that  we're  involved  in.  We  have  become  involved  with  a  non- 
profit corporation  in  Topeka  called  Contemporary  Housing  Alter- 
natives. It  was  started  by  the  wife  of  a  person  who  does  a  lot  of 
residential  care  programs  and  has  a  lot  of  experience  with  Grovem- 
ment  grants  and  so  forth.  Her  mother  has  Alzheimer's  disease, 
which  explains  her  interest  in  it.  They  have  just  recently  broken 
ground  to  start  the  construction  of  the  facility.  It  is  funded  by  a 
number  of  people.  The  city  of  Topeka  gave  them  the  land  and 
$50,000  and  the  Federal  Home  Loan  Bank  has  given  them  some 
money  through  a  program  they  have.  The  VA  was  able  to  allow 
them  to  connect  to  our  sewer  lines  which  were  nearby  and  use  one 
of  our  streets  saving  about  $23,000  in  the  construction  costs.  We 
hope  that  the  residence  will  be  open  in  August.  It  will  probably  be 
one  of  the  first  residential  care  facilities  for  Alzheimer's  Disease. 
They  have  plans  for  a  second  one.  Thev  do  not  want  to  start  it  until 
they  see  how  the  first  one  works  and  see  if  it  needs  any  changes 
in  the  design  and  so  forth. 

The  VA's  role  in  it,  in  addition  to  the  connection  to  the  sewer  and 
the  street,  have  been  two  of  the  social  work  staff  serve  on  the  sci- 
entific advisory  board  that  helps  design  the  treatment  that  they 
are  going  to  do  in  the  residence.  We  have  also  been  offered  the 
chance  to  have  some  of  our  staff  provide  some  services  in  exchange 
for  care  for  some  veterans  within  that  home.  They  have  further  of- 
fered us  research  opportunities  in  the  residence.  We  are  convinced 
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that  this  is  the  kind  of  partnership  that  we  need  to  look  at  entering 
into  more  often.  The  same  person  we  are  working  with  in  this  resi- 
dence, the  Disabled  American  Veterans,  and  The  American  Legion 
have  set  up  a  nonprofit  organization  and  we  are  going  to  go  after 
some  section  8-11  funds  to  build  a  small  apartment  complex  for 
chronic  mentally  ill.  The  VA  social  workers  will  provide  community 
support  in  that  facility. 

The  last  thing  I  would  like  to  mention  to  you  has  to  do  with  the 
pilot  use  of  some  of  the  contract  nursing  home  funds  for  home 
health  care,  homemakers,  and  contract  adult  health  care.  Recently, 
VA  has  authorized  a  pilot  project  to  use  a  portion  of  contract 
money  for  home  health  care.  We  are  one  of  the  sites  that  decided 
to  do  that  and  I  can  just  say  to  you  that  I  hope  that  program  can 
be  expanded.  I  want  to  share  with  vou  that  one  of  my  commimity 
care  staff  who  has  spent  most  of  his  career  visiting  veterans  in 
nursing  homes  wrote  me  a  memo  last  week  that  left  tears  in  my 
eyes  about  his  first  visit  to  the  first  patient  that  we  have  put  on 
this  program  in  his  own  home  instead  of  in  a  nursing  home. 

Chairman  Rockefeller.  Thank  you,  Terry  Harbert.  I  appreciate 
that  very  much. 

[The  prepared  statement  of  Mr.  Harbert  appears  on  p.  324.] 

Chairman  Rockefeller.  Paul  Smits. 

STATEMENT  OF  PAUL  SMITS,  CHIEF  OF  DOMICILIARY  OPER- 
ATIONS, MARTINSBURG,  west  VIRGINIA,  VA  MEDICAL  CEN- 
TER 

Mr.  Smits.  Mr.  Chairman,  thank  you  for  the  opportunity  to  talk 
about  domiciliary  care  programs  and  in  particular  a  facility  from 
your  home  State. 

The  Domiciliary  Care  Program  is  the  oldest  of  the  VA's  health 
care  programs.  It  was  initiated  through  passage  of  legislation  in 
the  1860s  to  provide  a  home  for  disabled  volunteer  soldiers  of  the 
Civil  War.  It  has  served  as  a  cornerstone  of  the  VA's  health  care 
system.  Throughout  the  years  the  Domiciliary  Care  Program  has 
undergone  many  changes  and  especially  in  recent  years  it  has  un- 
dergone many  changes.  The  Domiciliary  Care  Program  today  is  a 
dynamic,  evolving  rehabilitation  and  health  maintenance  operation. 
It  has  to  be  to  keep  pace  with  the  needs  of  the  changing  veteran 
population  in  a  changing  society.  Many  of  the  36  domiciliaries  oper- 
ating today  have  been  completely  renovated  or  rebuilt.  Domiciliary 
care  programs  are  constantly  being  reviewed  in  order  to  assure 
their  relevance  and  effectiveness  to  the  needs  of  today's  veterans. 

Clinical  care  programs  are  being  developed,  modified,  and  ex- 
panded to  more  adequately  address  such  complex  health  care  needs 
such  as  those  of  the  homeless,  those  with  needs  associated  with 
AIDS  and  HIV  disease,  extended  care  substance  abuse  treatment, 
traumatic  brain  injury,  geriatric  rehabilitation,  gmd  chronic  mental 
illness.  And  we  offer  those  services  in  Martinsburg. 

Chairman  Rockefeller.  Mr.  Smits,  can  I  just  interrupt  you. 
Again,  this  will  not  be  held  against  your  time.  Others  of  you  can 
comment.  It  is  very  interesting,  you  say  domiciliary  care  was  start- 
ed as  a  result  of  the  Civil  War  in  the  late  1860s.  But  everj^hing 
has  changed  since  then,  including  what  you  do.  Then  you  laid  out 
a  whole  series  of  very  chronic,  traumatic  conditions  which  you  care 
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for  which  I  would  think  would  overlap  with  what  some  of  the  rest 
of  you  have  been  talking  about.  In  a  sense,  what  I  am  asking  as 
you  are  describing  domiciliary  care,  is  what  is  going  on  in  the 
minds  of  the  rest  of  you  about  this  as  a  separate  or  discreet  func- 
tion in  VA  care  as  opposed  to  how  it  might  overlap  with  some  of 
the  work  that  the  rest  of  you  do?  Does  that  make  any  sense  at  all? 

Dr.  Robbins  do  vou  want  to  take  a  crack  at  that?  Paul,  you  will 
get  your  full  say,  don't  worry. 

Dr.  Robbins.  I  guess  I  would  just  emphasize  the  flexibility.  I 
think  what  happens  is  that  we  all  have  the  same  message,  that  is 
to  avoid  institutional  care.  We  all  do  it  the  way  we  canl)est  do  it 
in  our  own  areas  which,  in  turn,  depends  upon  what  services  are 
available.  Our  patients  would  have  to  travel  hundreds  of  miles  to 
the  nearest  domiciliary.  We  try  to  use  residential  care  settings  in 
the  Denver  metro  area  or  less  restrictive  options  than  nursing 
homes.  I  think  it  is  really  the  flexibility  and  unique  way  of  dealing 
with  the  situation  in  each  particular  locale  that  makes  it  very  hard 
to  generalize. 

Chairman  Rockefeller.  Any  other  comments? 

Mr.  Harbert.  I  was  just  going  to  say  that  some  people  in  the  VA 
kind  of  jokingly  say  when  you  have  seen  one  VA  you  have  seen  one 
VA. 

Chairman  Rockefeller.  I  think  that  is  the  point,  isn't  it. 

Mr.  Harbert.  I  think  that  is  part  of  the  issue.  But  one  of  the 
things,  and  I  imagine  Paul  might  be  talking  about  this,  is  that 
there  may  be  good  reason  to  look  at  converting  some  beds  in  all  VA 
facilities  so  that  there  are  some  domiciliary  beds  in  all  of  them. 
This  would  make  that  option  more  available  than  it  is. 

Dr.  Jarvik.  We  are  very  fortunate  in  West  Los  Angeles  that  we 
have  a  panoply  of  services  including  domiciliary  and  we  work  with 
them  and  the  Substance  Abuse  Program  works  with  them,  the 
Homeless  Program  works  with  them.  We  in  the  GET  SMART  Pro- 
gram work  with  the  Disabled  Veterans  of  America.  They  provide 
transportation  for  our  patients.  So  I  think  there  is  a  great  deal  of 
overlap,  as  you  pointed  out,  and  we  try  to  utilize  what  is  available 
including  the  Hospital-Based  Home  Care  Program  with  which  we 
work  very  closely  and  whatever  is  available  in  the  community  as 
well. 

I  need  to  make  a  correction.  I  did  not  mean  to  imply  that  Los 
Angeles  has  no  community  facilities.  They  are  just  not  adequate. 

Chairman  Rockefeller.  No,  I  understand. 

Ms.  Fresh.  One  of  the  things  that  has  happened  with  our  Adult 
Day  Health  Care  Program  in  cooperation  with  our  domiciliary  in 
Portland  is  that  we  have  had  veterans  who  were  patients  in  the 
domiciliary  and  enrolled  in  their  Incentive  Therapy  Program  who 
come  and  work  at  the  ADHC  Program.  We  have  seen  that  evolve 
into  a  very  cooperative,  mutually  beneficial  relationship.  Two  of 
those  veterans  are  now  in  healtn  care  training  programs  in  the 
community  college.  One  is  still  working  with  us  under  a  Stay  in 
School  Program.  There  is  a  beneficial  kind  of  interaction  that  can 
go  on  between  these  long-term  care  programs. 

Chairman  Rockefeller.  Paul,  I  am  sorry.  Please  continue. 

Mr.  Smits.  In  your  opening  statement  you  said  that  the  domicil- 
iaries  are  certainly  no  Old  Soldier's  Homes  today  and  that  certainly 
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is  true.  Domiciliaries  have  changed  a  great  deal  and  we  focus  today 
on  probably  80  percent  of  our  populations  in  domiciliaries  in  pro- 
viding the  rehabilitative  services  necessary  to  return  to  the  commu- 
nity. 

We  still  have  a  twofold  mission.  The  first  is,  and  probably  the 
most  important,  is  active  biopsychosocial  rehabilitative  care.  But 
we  also  do  provide  long-term  health  maintenance  care  for  those  pa- 
tients who  cannot  return  home  or  to  other  types  of  care.  We  pro- 
vide in  a  therapeutic  home-like  environment  ambulatory  medical 
care  and  support  services  to  veterans  who  require  it  for  varying  pe- 
riods of  time.  But  our  goal,  again,  is  to  return  people  to  independ- 
ent living  and  so  that  they  can  be  on  their  own  and  live  productive 
lives  in  the  community.  We  focus  on  providing  those  services  while 
in  the  domiciliary  that  would  allow  them  to  become  independent 
and  return  to  independent  living. 

One  thing  I  want  you  to  remember  about  domiciliaries  is  that  it 
is  very  cost-efFective  care.  We  do  not  deliver  nursing  bedside  care 
and  so  consequently  our  costs  are  quite  a  bit  less.  They  are  on  an 
average  of  $86  to  $92  a  day  per  average  day.  The  second  thing  is 
the  patients  take  a  very  active  role  in  their  own  care.  We  believe 
in  keeping  patients  as  active  as  possible  as  opposed  to  other  types 
of  care  where  the  patient  often  has  a  very  passive  role.  In  a  domi- 
ciliary program  the  patient  is  expected  to  be  very  active.  We  are 
a  distinctly  different  level  of  care  from  hospital  and  nursing  care 
and  we  serve  those  patients  who  do  not  need  hospital  or  nursing 
home  care  but  cannot  live  independently  in  the  community.  But 
our  goal  again  is  to  help  them  achieve  that  independence  and  re- 
turn to  the  community. 

I  think  today  very  many  types  of  rehabilitative  care  can  be  deliv- 
ered from  this  type  of  care  platform  and  I  think  it  deserves  a  look 
from  the  private  sector  because  it  is  cost-effective  and  our  goal  is 
to  get  people  to  function  independently  and  to  live  independently 
in  the  community.  I  think  that  is  something  that  should  be  looked 
at  by  private  sector  operations.  Thank  you. 

[The  prepared  statement  of  Mr.  Smits  appears  on  p.  325.] 

Chairman  Rockefeller.  Thank  you  very  much.  One  of  the  rea- 
sons too  that  people  use  domiciliary  care  and  do  not  use  home- 
based  care  is  they  may  have  no  families.  If  there  is  no  family,  then 
you  have  to  deal  with  a  different  situation.  I  will  put  this  out  to 
all  of  you,  we  take  it  almost  as  an  article  of  faith,  so  to  speak,  that 
where  there  is  a  family,  where  there  is  a  home,  that  home-based 
and  community-based  care  are  better  because  they  are  friendlier. 
You  go  into  a  nursing  home  room  and  everybody  has  brought  what- 
ever, quilts,  chairs — they  try  to  make  it  look  as  much  like  a  home 
as  possible.  So  one  again  immediately  draws  the  conclusion  that  if 
this  were  home,  it  would  be  better.  We  have  all  come  to  that  con- 
clusion. 

Actually,  I  would  just  like  to  ask  you,  is  there  a  case  to  be  made 
that  in  situations  other  than  when  people  simply  do  not  have  fami- 
lies or  homes  to  return  to,  that  institutional  care  is  better  for  some 
than  home-based  or  community -based  care? 

Dr.  ROBBINS.  Absolutely.  If  you  visit  the  day  room  or  dining  area 
in  any  VA  nursing  home  and  see  10  to  15  veterans  sitting  around 
shootmg  the  breeze  about  the  old  days,  you  realize  that  they  are 
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probably  a  heck  of  a  lot  happier  there  than  they  would  be  at  home 
alone  or  an  overworked,  burned  out  casegiver  who  is  not  at  home 
during  the  day.  Sometimes  very  debilitated  patients  with  limited 
resourses  and  family  support  are  better  off  in  the  nursing  home. 

We  also  struggle  at  times  with  veterans  and  their  families  when 
the  veteran  may  be  better  off  in  a  long-term  care  center,  but  be- 
cause the  family  cannot  afford  to  live  without  the  veteran's  bene- 
fits, the  family  struggles  to  keep  the  veteran  at  home.  Your  obser- 
vation is  absolutely  correct  that  some  veterans  seem  to  thrive  more 
in  a  long-term  care  setting. 

We  should  also  remember  that  long-term  care  staff  is  a  very  spe- 
cial breed.  Very  special  nurses,  LPNs,  nurses  assistants  working  in 
the  nursing  home  often  become  a  surrogate  family.  The  veteran  can 
receive  as  much  benefit  from  dealing  with  compassionate  nursing 
home  staff  on  a  daily  basis  as  they  do  with  family  at  home. 

One  of  the  dilemmas  with  converting  acute  care  beds  to  nursing 
home  beds  is  you  do  not  always  convert  staff  as  quickly  as  beds. 
Adapting  the  physical  plant  for  nursing  home  purposes  is  only  half 
the  battle;  retraining  staff  to  deal  with  this  kind  of  patient  is  an 
extremely  difficult  task. 

Chairman  Rockefeller.  That  is  a  good  point.  I  mean  the  so- 
called  infrastructure.  You  can  say  it  is  better  and  it  should  happen 
and  you  can  do  the  bricks  and  mortar,  as  you  say,  but  the  people, 
the  training,  the  instincts,  all  of  that,  may  not  be  there. 

Yes,  Dr.  Jarvik? 

Dr.  Jarvik.  I  can  confirm  everything  that  Dr.  Robbins  said  but 
would  like  to  amplify.  We  get  newspaper  headlines  about  patient 
abuse,  elder  abuse  when  it  occurs  in  an  institution;  it  makes  a  good 
story.  We  do  not  hear  often  about  it  when  it  happens  at  home. 
Dealing  with  patients  who  come  from  families  where  there  are  psy- 
chiatric problems,  there  frequently  is  elder  abuse  in  the  home  and 
such  a  patient  is  much  better  off  in  an  adequate  institution.  It  il- 
lustrates a  danger  of  generalizing  for  the  "elderly"  as  a  group.  They 
are  very,  very  different,  probably  even  more  different  than  are  the 
middle-aged  adult  wage  earners  and  we  need  special  solutions  for 
special  problems  rather  than  planning  on  one  general  solution  that 
will  serve  everybody's  needs. 

Chairman  Rockefeller.  It  is  interesting  because  that  does  raise 
a  good  point.  Mrs.  Bowen  testified  earlier  she's  given  30  years  of 
care.  She  is  obviously  a  very  committed,  excellent  woman.  But  I 
can  think  of  many  very  good  people  who— let's  say,  a  veteran  was 
living  at  home  in  a  situation  where  the  wife  or  the  spouse  might 
be  sympathetic  and  good  and  Bowen-like,  but  there  might  be  an 
uncle  or  younger  brother  or  child  living  there  who  might  be  abusive 
just  because  the  patient  would  be  in  me  living  room  using  the  TV 
set.  There  are  all  kinds  of  frustrations  that  would  build  and,  as  you 
say,  could  cause  outbreaks  which  we  would  never  hear  about  be- 
cause they  take  place  at  home.  It  is  a  very  interesting  concept. 

In  other  words,  take  the  theology  that  home-based  care  is,  one, 
cheaper,  and  two,  appears  to  be  more  humane,  and  then  let  the 
general  statement  rest  at  that.  On  the  other  hand,  I  do  not  want 
what  I  have  said,  this  iconoclastic  realism,  to  prevail,  which  is  to 
say  that  institutional  care  is  the  only  way  to  do  that.  So,  let  me 
hear  a  little  bit  more  of  you  arguing  with  each  other  on  this. 
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Mr.  Harbert.  One  of  the  things  that  I  would  add  is  that  we 
think  it  is  critical  to  make  home  visits.  I  know  several  of  these  pro- 
grams do  that.  We  really  go  out  and  look  at  the  physical  plant  of 
the  home,  who  else  is  in  there  and  what  are  they  like  and  what 
are  their  interests,  and  how  are  they  going  to  be  able  to  deal  with 
the  caregiving  situation. 

Chairman  Rockefeller.  Is  that  routinely  done?  We  have  a 
whole  variety  of  places  here.  Before  a  veteran  is  put  in  a  home,  is 
that  home  inventoried,  so  to  speak,  in  terms  of  stability  of  family, 
in  terms  of  who  is  there. 

Mr.  Harbert.  I  do  not  know  if  it  is  routinely  done  but  we  have 
started  doing  that  before  we  will  arrange  a  home  care  situation. 

Dr.  Jarvik.  I  think  people  would  like  to  do  it  routinely  but  I  very 
much  doubt  that  it  is  routinely  done  in  every  facility.  It  is  very 
time  consuming  and  staff  consuming  and  requires  a  lot  of  re- 
sources. I  would  just  like  to  add  one  thing.  The  substance  abusing 
relatives,  younger  relatives,  are  often  a  serious  danger  to  the  older 
person  who  is  handicapped  at  home. 

Mr.  Smits.  I  would  like  to  echo  that.  I  think  sometimes  we  see 
veteran  patients  with  substance  abuse  problems  and  to  send  them 
to  a  home  where  there  are  other  family  members  abusing  alcohol 
or  drugs  is  not  the  way  to  go.  To  send  them  to  a  dysfunctional  fam- 
ily would  only  probably  lead  them  to  relapse.  So  we  need  institu- 
tional, if  you  will,  long-term  care  resources  as  well  to  help  these 
patients  stay  clean  and  sober. 

Chairman  Rockefeller.  See,  this  is  interesting  because,  again, 
one  of  the  articles,  one  of  the  theologies,  so  to  speak,  or  articles  of 
faith  in  national  non-VA  health  care  reform,  is  that  obviously  we 
can't  do  all  of  long-term  care  right  at  the  beginning.  We  have  got 
to  squeeze  the  $200  to  $250  billion  out  of  the  health  care  system 
that  we  know  we  can  squeeze  but  it  is  going  to  take  us  time  until 
we  can  get  to  long-term  care  fully  which  is,  aft;er  all,  much  more 
expensive  than  access  to  care  and  all  of  that  problem.  The  way  you 
are  talking  now  makes  that  very  clear. 

One  of  the  articles  of  faith  is  that  we  probably  will  start  with 
home-  and  community-based  care.  That  will  be  one  of  the  priorities 
in  terms  of  long-term  care.  There  will  probably  be  some  money  au- 
thorized for  that  in  the  legislation  that  we  look  at  this  year.  So  you 
are  raising  warning  signals  already,  aren't  you?  We  have  to  do  it 
properly.  We  have  to  inventory  those  homes  properly. 

Ms.  GOODEN.  I  would  like  to  say  I  certainly  recognize  the  diver- 
sity of  needs  of  veterans  and  certainly  not  everyone  should  or  can 
be  at  home.  But  I  would  also  like  to  point  out  that  many  times 
home  situations  which  initially  may  look  kind  of  shaky — maybe  we 
see  a  caregiver  who  is  extremely  stressed — what  we  have  found  is 
that  frequently  if  we  can  get  some  support  and  help  for  the  fam- 
ily— and  that  occasionally  includes  some  treatment  for  substance 
abuse  for  adult  children  who  are  in  the  home — we  have  found  that 
those  homes  can  actually  turn  out  to  be  very  satisfactory  arrange- 
ments. 

Chairman  Rockefeller.  In  a  sense,  Terry,  then  I  would  say  to 
you  that  it  is  like  talking  about  family  preservation. 

Mr.  Harbert.  Yes,  it  is. 
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Chairman  Rockefeller.  What  you  are  saying,  then,  Ms. 
Gooden,  is  that  you  can  do  this.  Like  title  4A  and  4B,  the  question 
is  do  you  take  a  child  out  of  the  home  and  put  him  into  foster  care 
or  in  some  other  kind  of  care  at  enormous  expense — ^that  is  a  Fed- 
eral entitlement,  which  almost  bribes  the  States  to  so  do.  But  if 
you  want  to  do  family  preservation,  that  is  an  annual  appropriation 
and  you  have  to  fight  for  every  nickel  of  it.  But,  I  think  the  social 
work  experience  is  that  if  you  take  one  social  worker  and  give  that 
worker  two  families  in  distress,  more  times  than  not  the  social 
worker  over  a  period  of  a  month  or  two  can  stabilize  those  families 
and,  thus,  prevent  removing  the  child  from  the  home.  Of  course  if 
that  happens,  they  never  really  get  back  together  again.  You  are 
suggesting,  Anne,  that  this  could  be  the  same.  Terry,  I  would  as- 
sume that  you  would  confirm  that  this  could  be  the  same  for  veter- 
ans? 

Mr.  Harbert.  Yes,  in  our  Caregiver  Support  Program,  with  some 
of  the  earlier  cases  we  had,  one  was  a  wife  not  only  taking  care 
of  her  elderly  husband  who  had  Alzheimer's  but  also  taking  care 
of  the  grandchildren  who  were  dumped  on  her  each  day  by  her 
daughter.  So  one  of  the  things  we  worked  with  her  on  was  saying 
no  to  the  daughter  and  helpmg  the  daughter  arrange  some  other 
kind  of  care  so  that  this  woman  was  not  totally  overburdened.  I 
guess  what  I  would  say  is  I  think  the  family  care  alternative,  if  we 
are  going  to  call  it  that,  is  a  good  one  but  it  is  not  one  that  we  just 
say,  "Here  families,  it  is  your  job."  It  is  going  to  require  some  pro- 
fessional support  from  staff  that  are  part  of  the  VA  system  that  go 
out  and  meet  with  them  and  coordinate  things  with  them. 

Making  home  visits  was  something  social  workers  used  to  do  a 
lot  and  then  we  got  out  of  the  habit  of  doing  it  and  started  working 
in  offices.  We  had  a  spouse  that  kept  telling  us  that  one  of  her  big- 
gest worries  at  home  was  that  her  husband  was  going  to  fall  in  this 
hole  in  the  floor.  We  had  an  image  in  the  mind  that  she  had  a 
small  hole  in  the  floor.  What  she  had  was  where  the  floor  furnace 
had  been  removed  and  it  was  a  mighty  big  hole.  We  were  able  to 
get  a  volunteer  carpenter  to  go  out  and  fix  that  for  her.  Some  of 
the  things  that  you  cannot  do  in  the  office  are  going  to  require  ac- 
tually going  out  and  seeing  what  the  situation  is  and  meeting  with 
those  other  family  members.  Talking  with  the  other  family  mem- 
bers about  how  do  they  feel  about  this  care  going  on  in  the  home 
is  essential.  If  there  are  other  family  members  in  that  home,  they 
are  going  to  have  a  role  in  it  too,  not  just  one  person  but  the  whole 
family  is  going  to  have  a  role. 

Ms.  Fresh.  I  think  we  can't  narrowly  describe  home  as  being  just 
living  with  family  members.  We  have  a  fair  number  of  our  veterans 
who  live  in  adult  foster  homes,  board  and  care  homes,  and  residen- 
tial care  facilities.  Community  living  alternatives  are  willing  to 
take  the  more  complex,  difficult  situations  when  they  know  that 
they  have  the  support  of  VA  services  that  are  readily  available. 

Chairman  Rockefeli^r.  How  would  you  describe  community- 
based?  Sandra  Fresh. 

Ms.  Fresh.  That  the  patient  is  able  to  live  in  a  setting  where 
they  have  a  level  of  independence  while  receiving  supportive  serv- 
ices that  maximize  their  remaining  abilities.  That  may  not  be  that 
they  live  in  their  own  home  while  independently  taking  care  of  all 
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their  activities  of  daily  living,  but  rather  that  they  are  able  to  have 
their  own  space,  have  some  say  in  what  goes  on  in  their  day-to-day 
living  and  are  augmented  by  regular  assistance  such  as  prepared 
meals  or  help  with  medications.  That  certainly  occurs  in  quality 
adult  foster  homes  and  residential  care  facilities. 

Dr.  RoBBiNS.  Senator,  I  just  want  to  emphasize  one  point.  Com- 
ing back  to  the  social  worker  in  the  two  cases  that  you  mentioned, 
both  with  families  potentially  in  distress.  What  if  the  social  worker 
worked  with  one  family  and  not  the  other  and  then  we  looked  to 
see  what  the  outcome  difference  was;  whether  that  intervention  by 
the  social  worker  made  a  difference?  One  of  the  things  about  whicn 
we  can  only  give  you  our  opinions — because  there  is  relatively  little 
data — is  what  works  most  cost-effectively,  what  provides  the  great- 
est benefit. 

And  that  comes  back  to  your  comments  much  earlier  this  morn- 
ing about  the  issue  of  cutting  research  dollars.  I  think  people  often 
think  of  cutting  research  dollars  means  fewer  rats  will  be  killed  in 
looking  at  some  obscure  cellular  mechanism.  But  it  also  includes 
things  like  what  is  the  most  effective  and  beneficial  way  to  provide 
care  for  veterans  in  the  community.  Research  budget  cuts  are  going 
to  effect  such  health  services  research,  not  just  bench  research. 

Chairman  Rockefeller.  I  count  five  nodding  heads  as  you  said 
that,  which  was  in  fact  my  next  question — the  effect  of  research  on 
patient  care.  I  want  to  make  a  case,  because  I  do  not  like  this  cut 
and  I  want  to  change  it,  but  I  do  not  want  to  make  a  fraudulent 
case.  I  want  you  to  deal  with  me  straight  on  this.  I  want  your  com- 
ments on  how  research  can  do  what  you  are  suggesting.  Keep  in 
mind  your  statement,  Terry,  that  if  you  have  seen  one  VA  hospital, 
you  have  seen  one  VA  hospital,  which  I  think  is  very  well  put,  and 
which  prevents  us  from  having  these  blanket  opinions  about 
things. 

Maybe,  Dr.  Jarvik,  I  can  start  with  you  about  the  importance  of 
research,  and  then  each  of  the  rest  of  you  could  comment  how  that 
might  help  all  of  this. 

Dr.  Jarvik.  I  have  a  lot  to  say  about  the  importance  of  research. 
I  have  been  a  researcher  all  my  life  and  Dr.  Robbins'  example  of 
looking  at  cost-effectiveness  and  outcome  of  research  is  one  very 
important  area.  And  to  just  diverge  for  a  moment,  I  think  there  is 
also  a  philosophical  issue  involved  in  the  home  care  versus  institu- 
tional care.  We  pride  ourselves  on  making  home  visits  where  they 
are  needed  and  being  helpful  to  people  and  get  their  permission  in 
advance.  But  the  flip  side  is  the  invasion  of  privacy.  So  unless  we 
are  very  careful,  and  you  have  had  the  example  with  children,  and 
very  similar  issues  apply  with  the  elderly.  As  far  as  cost-effective- 
ness is  concerned,  if  you  use  a  system  like  we  are  using  now  with 
the  necessary  professionals  and  paraprofessionals,  I  am  not  sure 
how  much  cheaper  it  is  than  institutional  care.  So  we  need  to  think 
about  that. 

Chairman  Rockefeller.  So,  you  are  suggesting  that  sometimes 
when  people  say  cost-effective  they  mean  you  just  take  the  exact 
number  of  personnel  that  were  providing  care  in  the  institution 
and  obviously  you  save  cost 

Dr.  Jarvik.  It  may  not  be  a  good  program  if  you  cut  costs  be- 
cause you  may  be  left  with  something  very  different.  The  same 
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thing  as  with  cutting  research  because  if  we  cut  research  we  cut 
a  lot  more  than  the  laboratory  and  the  research  that  is  going  on. 
And  the  VA  can  pride  itself  on  having  funded  clinical  research 
which  has  made  a  difference.  For  example,  cholesterol  and  heart 
disease  is  an  old  example.  Another  one  is  showing  that  the  critical 
ingredient  in  helping  people  stop  smoking,  even  though  we  can  all 
stop  if  we  try  hard  enough,  it  is  a  lot  easier  if  you  provide  them 
with  nicotine.  Much  of  that  work  in  this  country  was  done  at  the 
West  Los  Angeles  VA,  for  example. 

Chairman  Rockefeller.  I  didn't  know  that. 

Dr.  Jarvik.  People  do  not  know  the  kind  of  work  that  the  VA 
supports  that  has  long-term  benefits  for  the  whole  Nation  in  terms 
of  reducing  costs  by  preventing  illness,  which  is  really  what  we 
ought  to  be  doing,  and  the  kind  of  research  the  VA  can  do  because 
it  has  a  large  patient  base  and  more  continuity  than  other  inves- 
tigators find  when  they  work  with  patients.  A  large  proportion  of 
VA  investigators  are  physician-clinician  researchers.  So  they  work 
with  patients  as  well  as  in  the  laboratory  very  often  and  can  make 
contributions  that  are  very,  very  difficult  to  make  elsewhere  in  the 
country.  I  will  let  somebody  else  say  something  now  even  though 
I  have  more  points  to  make  later. 

Chairman  Rockefeller.  No,  I  would  like  to  hear  more.  I  am  try- 
ing to  build  a  case  here  for  importance  of  research  and  I  want  you 
to  help  me  make  it. 

Ms.  Fresh.  Research  helps  adult  day  health  care  define  who  we 
can  best  treat,  who  is  going  to  take  the  best  advantage  of  the  re- 
sources that  we  have.  It  also  helps  me  know  who  would  be  better 
referred  to  a  day  respite  program  or  an  adult  day  care  program  in 
the  community  that  have  a  different  level  of  resources  so  that  I  am 
not 

Chairman  Rockefeller.  You  have  seen  this  research  being  done 
and  you 

Ms.  Fresh.  The  research  that  was  done  on  the  VA  adult  day 
health  care  programs  was  very  helpful  in  defining  which  patients 
we  are  the  most  cost-effective  with.  It  is  that  kind  of  clinical  re- 
search that  helps  me  objectify  my  subjective  feelings  about  the  suc- 
cess or  lack  of  success  of  the  services  we  provide.  There  needs  to 
be  more  research. 

Ms,  GooDEN.  I  would  like  to  add,  the  Hines  VA  did  a  study  on 
cost-effectiveness  of  the  HBHC  programs  which  has  been  very  help- 
ful to  us  and,  in  fact,  we  are  going  to  take  part  in  a  second  phase 
of  that  study.  It  helped  us  target  in  on  which  people  really  benefit 
most  from  this  program.  For  us  it  turned  out  to  be  the  more  com- 
plex, more  difficult  type  of  situation  where  we  can  save  money  by 
preventing  over  use  of  hospital  and  emergency  room  facilities  and 
nursing  home.  I  know  there  is  a  huge  difference  in  cost  in  nursing 
homes,  for  instance,  throughout  the  different  parts  of  the  country. 
In  Tucson,  our  program  is  one-fourth  the  cost  of  a  nursing  home 
in  the  community.  A  day  on  our  program  per  patient  is  one-fourth 
the  cost  of  1  day  in  a  community  nursing  home  for  one  patient. 
And  we  are  serving  roughly  the  same  population  as  the  nursing 
homes  serve. 

Chairman  Rockefeller.  Did  somebody  else  have  a  comment? 
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Mr.  Harbert.  Yes,  I  was  just  going  tx)  say  in  terms  of  research, 
we  put  together  an  extensive  proposal  to  look  at  the  caregiver  sup- 
port program  that  we  had  developed  £md  got  as  far  as  getting  ap- 
proval but  not  a  high  enough  score  to  get  funds.  By  the  time  there 
was  another  opportunity  to  resubmit,  other  people  were  essentially 
doing  the  research  that  we  had  proposed  to  do.  So  it  did  get  done 
that  time,  but  not  by  VA  staff.  I  can  just  say  that  I  think  that  all 
of  these  program  ideas  that  we  talked  about  need  to  be  looked  at 
from  a  research  perspective.  I  would  agree  with  Dr.  Jarvik,  I  think 
there  are  questions  about  whether  it  is  cheaper  or  not.  I  can  tell 
you  I  think  they  are  when  you  look  at  one  of  the  programs  that 
we  have  in  Topeka  which  is  a  specially  funded  one  for  long-term 
mentally  ill.  We  have  about  120  patients  in  it  and  the  cost  of  it, 
the  special  funding  is  about  $470,000  a  year.  So  it  is  costing  some- 
where around  $4,000  a  patient.  When  you  look  at  it  from  that  per- 
spective you  can  say  that  is  a  lot  of  money  but  the  patients  that 
fo  into  this  have  to  have  been  in  the  hospital  for  150  days  or  have 
ad  5  readmissions  during  the  previous  year  to  even  qualify  to 
come  into  this  special  program.  So  what  we  are  doing  in  terms  of 
being  able  to  keep  them  out  of  hospital  costs  considerably  less  than 
it  was  to  keep  them  in  the  hospital  for  150  days  or  more.  Again, 
I  think  these  programs  have  got  to  be  looked  at  from  that  perspec- 
tive. 

And  it  does  help  with  things  like  targeting,  who  can  you  best  tar- 
get services  to.  Maybe  it  can  help  us  decide  when  families  are 
ready  and  what  kinds  of  things  that  we  can  do  to  help  make  fami- 
lies better  ready.  I  think  if  we  do  not  have  the  researcn  to  go  along 
with  what  we  are  talking  to  you  about  that  we  are  going  to  be  in 
serious  trouble  down  the  line  by  iust  following  opinions.  The  other 
piece  of  this  is  that  research  publications  can  allow  us  to  transmit 
these  programs  from  one  place  to  another.  So  maybe  one  of  these 
days  it  does  not  have  to  be  when  you  have  seen  one  VA  you  have 
seen  one  VA.  A  lot  of  this  stuff  gets  created  by  people  and  then  we 
do  not  have  means  to  get  it  disseminated  around  the  country. 

Chairman  Rockefeller.  Paul. 

Mr.  Smits.  Yes.  About  4  or  5  years  ago  we  developed  a  number 
of  new  domiciliaries  geared  to  taking  care  of  the  homeless  and  also 
funded  some  projects  in  our  existing  domiciliaries  to  take  care  of 
the  homeless.  Along  with  that  came  a  formal  research  project  and 
I  don't  think  we  would  have  been  able  to  effectively  serve  those  vet- 
erans as  soon  as  we  did  if  we  had  not  had  a  research  project.  We 
did  not  realize  the  extent  of  substance  abuse  in  that  population, 
the  extent  of  their  dental  problems,  the  extent  of  TB  and  those 
kinds  of  things  that  we  were  going  to  have  to  treat.  We  have  pub- 
lished a  research  report  on  that  each  year;  in  fact,  our  fourth  one 
is  just  out.  I  think  it  has  really  allowed  us  to  effectively  serve  that 
population  in  a  way  we  would  not  have  been  able  to  do  without 
that  research. 

Dr.  RoBBiNS.  Senator,  just  on  a  personal  note.  The  effect  of  re- 
search beyond  just  answering  these  questions  is  that  as  a  board 
certified  internist  with  added  qualifications  in  geriatrics — there  are 
only  3,500  of  us — I  get  dozens  of  job  offers  a  vear.  Why  do  I  stay 
in  the  VA  after  14  years?  I  love  taking  care  of  patients,  I  could  do 
that  anywhere.  One  reason  I  stay  in  Wie  VA  is  because  of  the  op- 
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portunity  to  teach  and  to  do  research  and  because  of  the  kinds  of 
colleagues  that  are  attracted  to  the  VA  because  of  the  opportunity 
to  teach  and  do  research.  I  think  it  is  extremely  short-sighted  not 
to  recognize  that  the  quality  of  care  provided  to  veterans  in  long- 
term  care  as  well  as  in  acute  care  is  directly  related,  directly  linked 
to  the  support  of  research  in  the  VA  hospitals. 

Dr.  Jarvik.  I  would  like  to  amplify  on  that  point  and  then  to 
make  another  one  because  the  research  we  have  heard  talked 
about  is  primarily  health  services  research.  That  is  not  what  most 
people  think  of  when  they  think  of  "research"  and  I  think  that  the 
other  research  is  just  as  important  whether  you  call  it  basic  re- 
search, or  clinical  research.  It  is  important  not  only  because  of 
what  we  might  find  out  that  might  make  all  the  difference  in  a  dis- 
ease like  Alzheimer's  disease,  how  to  prevent  the  disease  that  now 
costs  us  a  small  fortune,  but  also  because  the  famiHes,  for  example, 
who  participate  in  our  research  projects  feel  something  is  being 
done.  They  are  participating  in  a  very  exciting  adventure  to  find 
something  even  though  they  realize  it  is  unlikely  to  help  the  pa- 
tient. But  it  is  likely  to  help  the  patient's  children  and  grand- 
children. That  is  something  that  if  you  take  it  away,  it  totally 
changes  the  medical  care  environment. 

A  good  example  is  the  Distinguished  Physician  Program,  in 
which  I  am  very  lucky  to  have  been  a  participant.  It  was  set  up 
after  World  War  II  by  Congress  with  the  goal  of  improving  the 
medical  care  that  veterans  were  getting.  They  were  not  getting  the 
first-rate  care  that  people  in  university  hospitals  were  getting.  The 
way  that  they  are  now  getting  equivalent  care  in  the  dean's  hos- 
pitals is  that  the  same  people  who  are  on  the  university  faculty  are 
also  working  in  the  VA  and  rendering  care,  supervising  the  people 
who  give  the  care,  and  assuring  that  there  is  a  very  high  standard 
of  care. 

Chairman  Rockefeller.  That  does  not  even  take  into  account 
all  the  medical  students  and  residents  who  come  through.  That,  Dr. 
Robbins,  is  part  of  what  you  are  saying  too,  isn't  it?  When  you  talk 
about  teaching,  you  refer  to  younger  people  coming  into  the  system, 
teaching  them  something  wnich  they  otherwise  would  not  be  able 
to  see.  In  order  for  them  to  get  that,  you  have  to  be  there  and  for 
you  to  be  there  you  have  to  have  the  research  programs. 

Dr.  Robbins.  The  subliminal  message  is  geriatrics  is  primary 
care  and  they  learn  that  at  the  beginning. 

Dr.  Jarvik.  And  the  students  keep  us  on  our  toes  and  they  point 
out  if  the  care  delivered  is  not  first  rate.  They  are  the  first  ones 
to  point  it  out  to  everybody. 

Chairman  Rockefeller.  Dr.  Jarvik,  let  me  ask  you  this  question 
about  geriatric  psychiatry.  What  are  the  special  needs  of  elderly 
people  who  have  chronic  mental  disabilities  and  how  do  VA's  ef- 
forts to  care  for  these  persons  compare  with  non-VA  efforts?  Then, 
what  would  you  or  any  of  the  other  panelists  suggest  to  improve 
what  is  already  being  done  within  VA? 

Dr.  Jarvik.  I  know  that  the  VA  took  a  leadership  role  because 
at  West  Los  Angeles  we  were  the  first  VA  hospital  to  establish  an 
inpatient  Geriatric  Psychiatry  Unit  early  in  the  1970s.  There  were 
few  other  medical  centers  that  had  anything  of  the  sort  in  the 
country.  Why  does  the  mentally  ill  older  patient  need  something 
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special  and  something  different  from  the  younger  psychiatric  pa- 
tient? A  major  difference  is  what  we  call  comorbidities,  particularly 
physical  illnesses  which  are  sometimes  quite  serious.  The  knowl- 
edge of  the  type  of  medications  used  that  an  internist  and  a  geria- 
trician has,  needs  to  be  combined  with  special  knowledge  of  the 
geriatric  psychiatrist.  Just  recently,  the  American  Board  of  Medical 
Specialities  approved  added  qualifications  in  geriatrics  for  psychia- 
try, so  that  we  now  have  another  examination  in  psychiatry. 

The  geriatric  patients  with  psychiatric  problems  are  not  the 
same  as  younger  patients.  They  are  physically  frail,  often  it  is  very 
difficult  to  mdie  a  psychiatric  diagnosis.  For  example,  a  depressed 
patient  may  not  be  sad,  may  not  cry.  If  you  ask  the  patient  if  he 
is  down,  blue,  depressed,  "Oh  no,  I  am  fine.  If  only  somebody  would 
take  away  my  chest  pain  or  my  abdominal  pain  or  my  arthritis,  I'd 
feel  great."  It  is  only  after  you  treat  those  patients,  and  they  tell 
you,  "I  have  not  felt  this  good  in  20  years,"  that  you  realize  you 
have  done  something  worthwhile.  This  is  very  hard  to  prove  in  out- 
come studies  and  the  like,  but  it  shows  itself  in  the  patient  now 
being  able  to  care  for  his  own  needs,  for  example.  And  even  in  pa- 
tients with  Alzheimer's  disease,  if  you  can  treat  associated  condi- 
tions, whether  they  be  physical  or  mental,  you  can  vastly  improve 
the  patient  so  that  often  the  patient  can  participate  at  least  to 
some  extent  in  his  own  care.  So  it  is  vitally  important  to  diagnose 
and  appropriately  treat  these  patients.  And  very,  very  few  doctors 
know  enough  unless  they  are  trained  specially  in  geriatric  psychia- 
try. 

Chairman  Rockefeller.  You  mentioned  that  there  were  3,500  of 
you  in  the  country? 

Dr.  ROBBINS.  That  is  with  backgrounds  in  internal  medicine  or 
family  medicine  who  have  achieved  the  certificate  of  added  quali- 
fication in  geriatric  medicine. 

Dr.  Jarvk.  I  think  there  are  less  than  1,000  geriatric  psychia- 
trists this  point. 

Chairman  Rockefeller.  That  is  odd,  isn't  it?  Did  you  all  read 
the  story — I  guess  it  was  either  today  or  yesterday — that  medical 
school  admissions  requests  are  now  at  an  all  time  high?  Thev  are 
going  to  surpass  1974,  I  guess,  which  was  the  all  time  hign.  In 
other  words,  just  at  the  time  all  this  explosion  of  frustration  on  the 
part  of  people  in  health  care  is  coming  out,  the  hassle  factor,  paper- 
work, tort  reform,  all  the  rest  of  it— "get  the  Government  off  our 
backs" — just  as  all  of  that  is  being  drummed  into  the  whole  na- 
tional psyche,  there  are  something  like  160,000  youngsters  apply- 
ing for  medical  school  this  year,  with  many  fewer  spaces  than  that 
available.  Very  interesting.  But  then  you  say  there  are  only  1,000 
in  geriatric  psychiatry,  and  yet  the  aging  process,  long-term  care, 
is  one  of  the  most  rapidly  growing  areas.  That  is  a  problem,  isn't 
it? 

Dr.  Jarvk.  Right.  Well  first  of  all  we  draw  from  a  very  small 
base.  The  number  of  psychiatrists  in  this  country  has  been  going 
down  steadily.  The  number  of  medical  students  choosing  to  go  into 
psychiatry  has  shrunk  every  single  year. 

Chairman  Rockefeller.  That  is  true.  The  number  of  medical 
students  in  general,  has  been  shrinking  as  well. 
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Dr.  Jarvik.  But  the  percentage  of  medical  students  going  into 
psychiatry  has  disproportionately  shrunk.  I  do  not  want  to  quote 
figures  but  it  is  on  the  order  of  somewhere  around  1  to  3  percent. 
The  geriatric  psychiatrist  has  to  be  drawn  from  this  small  pool  of 
psychiatrists,  and  the  reason  for  the  small  pool  is  obvious.  It  is  re- 
imbursement. We  have  practically  no  procedures  and  the  reim- 
bursement is  very  poor.  And  even  though  many  doctors  are  idealis- 
tic, they  still  have  to  make  a  living  for  their  families. 

Dr.  ROBBINS.  HRSA  is  cutting  30  percent  from  the  budget  for  the 
geriatrics  initiative  branch  which  includes  geriatric  physician  train- 
ing this  year,  another  30  percent  next  year.  So  again,  I  think  it  is 
the  fact  that  people  fail  to  realize  that  the  future  support  for  inter- 
nal medicine/family  medicine  as  primary  care  specialties  should  in- 
clude support  of  training  in  geriatrics. 

Chairman  Rockefeller.  That  is  helpful.  Any  other  comments  on 
that?  I  have  two  more  questions  I  want  to  ask. 

Ms.  Fresh.  You  asked  what  we  could  use  more  of  I  think  one 
of  the  problems  that  we  run  into  in  adult  day  health  care  is  if  we 
identify  a  patient  who  needs  to  have  psychiatric  consultation  in 
order  for  us  to  know  better  how  to  meet  his  needs,  it  is  hard  for 
us  to  get  the  consultation  because  the  patients  are  outpatients  and 
unless  they  are  service-connected  veterans  or  have  aid  and  attend- 
ance status,  we  cannot  refer  them  to  the  mental  health  clinic.  Not 
that  they  don't  want  to  see  them,  but  their  resources  have  been 
pared.  So  because  of  the  eligibility  problems  within  the  system,  it 
is  sometimes  hard  for  us  to  provide  the  appropriate  care.  What  we 
could  use  is  eligibility  reform  so  that  once  patients  are  in  the  sys- 
tem we  can  do  what  is  necessary  to  address  their  clinical  needs. 

Chairman  Rockefeller.  Let  me  ask  this,  Anne,  since  you  look 
like  you  were  about  to  say  something.  There  is  just  not  enough  that 
can  be  said  about  the  need  for  hospice  work  in  this  country,  and 
I  want  you  to  flow  out  your  feelings  on  the  importance  of  hospice, 
not  just  in  your  work  with  VA,  but  in  general.  Why  you  think  that 
is  important,  and,  then,  how  do  you  see  that  working,  for  example, 
within  VA  as  opposed  to  outside  of  VA, 

Ms.  GooDEN.  Hospice  is  a  very  valuable  service,  both  the  out- 
patient hospice  programs  which  we  do  not  have  at  our  VA  and  the 
inpatient  hospice  which  we  do  have.  In  Tucson,  we  link  with  other 
community  hospice  prog^rams  for  in-home  hospice  care  whenever 
that  is  possible.  However,  we  do  wind  up  having  about  10  percent 
of  the  patients  on  the  HBHC  program  who  are  terminally  ill  and 
for  whom  we  do  provide  home  care.  Most  of  the  time  these  are  peo- 
ple who  are  not  covered  under  any  other  payment  mechanism  in 
the  community  and  so  we  work  with  them.  I  want  to  be  very  care- 
ful to  say  that  we  are  not  a  home  hospice  program.  The  effect  of 
that  on  our  program  is  that  when  the  number  of  terminally  ill  pa- 
tients go  up,  our  total  number  of  patients  goes  down,  because  ter- 
minal patients  do  require  a  more  intensive  staffing  level.  But  the 
rewards  of  care  in  this  area  are  enormous  and  I  think  that  the 
need  is  huge  in  the  community.  It  is  something  that  I  think  is 
going  to  grow  and  I  think  it  is  a  very  valuable  service. 

Chairman  Rockefeller.  Last  year  I  went  to  the  first  hospice  es- 
tablished in  the  United  States.  It  was  someplace  in  Connecticut.  It 
was  a  very  interesting  experience  for  me.  Then,  they  asked  me  to 
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talk  to  the  residents  and  that  was  difficult  for  me  at  first,  because 
these  were  all  obviously  terminal  patients  and  they  were  lying  in 
beds  or  in  chairs  and  it  was  not  the  usual  kind  of  speech.  I  had 
to  get  a  grip  on  myself  for  awhile  as  I  started  talking.  But,  then, 
I  noticed  that  I  immediately  was  able  to  communicate  almost  ef- 
fortlessly once  I  was  in  the  mindset  of  that  hospice.  I  found  myself 
looking  directly  into  the  eyes  of  cancer  patients  or  others  and  all 
of  a  sudden  I  was  changed  and  they  knew  I  was  changed  and  they 
understood  that  I  knew  what  they  were  going  through,  whether  I 
did  or  not,  and  I  felt  that  I  did.  But  what  was  fascinating  to  me 
was  why  it  seemed  like  such  a  new  thing  to  me,  because  I  am 
somebody  who  has  been  interested  in  health  care  for  quite  a  long 
time.  Second,  that  this  would  have  been  "the  first"  hospice  when 
you  think  that  hospice  should  be,  and  I  am  sure  is  in  Europe,  a 
very  old  concept,  and  perhaps  it  is  in  this  country  and  I  am  simply 
not  aware  of  it.  Please  tell  me  how  broadly  do  vou  see  hospice  care 
in  our  VA  system  and  share  any  comments  that  you  would  have 
on  it. 

Mr.  Harbert.  We  have  hospice  beds.  We  do  not  call  them  that 
but  that  is  effectively  what  they  are.  We  also  deal  with  a  local  com- 
munity hospice  and  do  a  lot  of  work  with  them  so  the  veterans 
have  a  choice,  they  can  spend  time  in  some  of  our  beds  or  the  com- 
munity hospice.  I  guess  the  comment  I  would  make  in  terms  of 
what  you  were  saying  about  your  experience  is  that  I  think  most 
of  us  in  this  country,  when  you  think  of  health  care  you  think  of 
all  the  wonderful  high  technology  stuff  that  we  have,  all  the  fancy 
machines  and  all  the  transplants  and  all  that  kind  of  stuff.  The 
business  that  this  group  of  us  here  is  in  is  not  high  tech,  it  is  high 
touch.  And  I  think  that  is  what  you  experienced  was  switching 
from  thinking  about  technology  to  thinking  about  the  person. 

Chairman  Rockefeller.  I  made  myself  too  complicated,  didn't  I? 

Mr.  Harbert.  Yes.  And  then  you  get  into  this  high  touch  busi- 
ness and  there  is  a  piece  of  that  I  think  affects  all  of  us  because 
you  cannot  step  back  from  that  the  way  you  can  step  back  from 
high  tech  care.  You  get  involved  with  somebody  who  is  terminally 
ill  and  a  piece  of  you  goes  when  they  go.  That  is  something  I  think 
that  people  have  to  be  willing  to  give.  I  guess  the  other  thing  I  no- 
ticed about  this  group,  I  have  known  two  of  these  people  for  a 
while,  I  have  known  Dr.  Jarvik  and  Paul  Smits  for  a  while,  the  rest 
of  them  I  just  met  walking  in  here  today,  but  the  thing  that  strikes 
me  about  this  whole  group  is  the  amount  of  pride  they  have  in 
what  they  do.  It  shows  in  every  one  of  us  when  we  speak  about  it. 
I  think  that  is  the  piece  you  have  to  find  in  people  that  are  going 
to  deliver  long-term  care,  that  they  are  just  as  proud  of  that  as 
somebody  is  of  their  high  technology  care  somewhere  else.  That 
piece  is  the  part  I  do  not  know  how  we  get  that  from  place  to  place. 
I  think  Dr.  Robbins  was  saying  that  before.  You  cannot  just  convert 
a  hospital  into  a  nursing  home  and  automatically  it  is  a  wonderful 
caring  nursing  home  because  the  people  that  are  there  giving  the 
services  have  to  develop  attitudes  like  this  group  of  people  here 
have. 

Chairman  Rockefeller.  I  think  that  is  very  true  and  it  makes 
that  impression  on  me.  I  would  like  this  conversation  to  go  on  for 
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three  hours.  It  is  Hke  we  had  known  each  other  for  20  years  and 
could  go  on  talking  forever. 

Yes,  Dr.  Jarvik? 

Dr.  Jarvik.  I  think  the  VA  has  a  goal  of  having  a  hospice  in 
every  facility  and  there  are  many  of  them  that  already  exist.  What 
it  illustrates  is  the  choice  of  care  because  not  every  veteran  or 
every  family  opts  for  hospice  which  means  really  minimal  care  and 
maximal  comfort  for  the  remaining  period  of  life.  Others  do  want 
"everything  possible  should  be  done"  and  I  think  the  VA  does  offer 
that  option  to  people  and  I  think  the  country  as  a  whole  will  prob- 
ably have  to  continue  it.  But  I  think  the  VA  is  a  very  ^ood  example 
of  allowing  people  who  do  not  want  very  costly  and  painful  and  un- 
comfortable interventions  to  have  the  option  to  have  hospice  care 
at  the  end. 

Chairman  Rockefeller.  Yes. 

Dr.  ROBBINS.  I  was  just  going  to  say,  the  experience  you  had 
through  a  special  trip  to  a  hospice  is  lacking  in  the  training  of  the 
majority  of  physicians  in  this  country.  The  VA,  by  having  the  hos- 
pice program  on  some  campus  as  acute  care  or  ambulatory  care,  is 
more  likely  to  expose  students  in  all  disciplines  as  well  as  medicine 
to  the  hospice  philosophy.  As  you  pointed  out,  it  is  an  uncomfort- 
able initial  experience  but  it  is  an  extremely  important  one  in 
terms  of  getting  past  that  discomfort  and  dealing  appropriately 
with  the  dying  patient. 

I  do  not  think  there  is  a  person  in  this  room  who  has  not  been 
touched  by  somebody  they  know  being  hooked  up  to  machines  and 
dying  very  distant  irom  loved  ones  because  the  technology  is  "in 
the  way."  Very  unsatisfying,  very  expensive.  To  put  trainees  in 
touch  with  hospice  much  earlier  in  their  training  I  think  helps 
them  to  recognize  the  importance  of  recognizing  when  it's  time  to 
back  away  from  high  tech. 

Chairman  Rockefeller.  I  very  strongly  agree  with  that.  As  I  in- 
dicated, or  maybe  I  didn't,  at  the  time  I  visited  this  hospice  my  own 
mother  was  in  the  process  of  dying  of  Alzheimer's  disease.  So,  I  felt 
myself  to  be  more  prepared  than  in  fact  I  really  was.  I  had  been 
dealing  with  her  as  an  individual,  but  when  I  was  confronted  by 
a  group,  it  seemed  to  be  difficult.  Then  very  quickly,  all  of  a  sud- 
den, all  of  that  defensiveness  dropped,  because  in  a  sense  I  was 
talking  to  my  mother.  It  was  really  a  very  easy  thing  to  do.  You 
cannot  get  that  except  as  you  go  through  as  you  are  a  medical  stu- 
dent. I  am  not  saying  absolutely,  but  your  chances  of  getting  it  as 
a  medical  student  in  the  VA  system  is  so  much  greater  than  train- 
ing elsewhere,  isn't  it?  That  is  a  very,  very  important  point. 

This  is  going  to  be  quick  because  I  have  one  final  question  and 
then  I  have  to  move  to  our  next  panel. 

Ms.  Gooden.  One  very  quick  comment.  The  medicine  residents 
who  do  their  rotation  in  geriatrics  with  our  program  and  with  the 
hospice  inpatient  program  at  the  same  time  have  uniformly  told  us 
how  helpful  that  it  has  been  to  them.  That  exposure  has  really 
shaped  their  thinking. 

Chairman  Rockefeller.  A  final  question  for  all  of  you.  Are  you 
threatened,  innervated,  excited,  nervous,  or  what  about  national 
health  care  reform  and  its  effect  on  the  VA  system?  What  do  you 
think  it  will  be?  What  are  your  worst  dreams,  your  best  dreams? 
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If  the  VA,  in  fact,  does  become  competitive,  what  do  you  think  the 
outcome  will  be? 

Dr.  ROBBINS.  Thrilled.  Bring  them  on.  I  think  you  heard  the 
quality  of  care  really  is  quite  excellent.  We  have  been  doing  man- 
aged care  for  years.  I  happen  to  be  chairman  of  the  Pharmacy  and 
Therapeutics  Committee  and  feel  like  a  referee  constantly  arguing 
over  which  new  drug  should  or  should  not  be  approved.  For  drugs 
that  are  very  expensive,  we  struggle  to  determine  how  they  should 
be  rationed,  et  cetera.  So  we  have  lots  and  lots  of  experience  in  this 
particular  arena.  I  think  we  are  well  positioned. 

Chairman  Rockefeller.  The  argument  there  for  you  within  the 
so-called  single  payer  system  is  that  if  Government  does  it,  there 
is  no  question  as  to  whether  or  not  you  become  a  gatekeeper.  Is 
that  right? 

Dr.  ROBBINS.  Absolutely.  Been  doing  it  for  years.  The  greatest 
fear  is  leaving  long-term  care  out  of  the  total  package.  And  I  think 
that  is  the  way  things  are  moving  from  my  understanding.  The 
only  way  to  keep  people  out  of  nursmg  homes  when  you  have  a  sin- 
gle payer  system  is  to  say,  "Look,  you  are  responsible  for  this  per- 
son from  health  until  death,"  which  means  nursing  home  care  too. 
When  you  put  that  package  together,  suddenly  the  financial  incen- 
tives match  the  emotional  incentives  to  keep  people  in  an  optimal 
community -based  living  situation. 

Dr.  Jarvik.  I  think  my  answer  would  have  been  all  of  the  above 
to  your  question  on  how  we  feel  about  what  the  national  health 
care  plan  portends.  I  subscribe  to  your  opinion  also  but  I  think  we 
do  not  want  to  make  the  VA  system  look  perfect.  As  humans,  per- 
fection— and  somebody  else  said  this,  I  do  not  remember  who — per- 
fection is  something  we  aspire  to  but  don't  achieve.  I  think  we  need 
to  re-examine  what  we  do  well  and  what  we  do  not  do  well  in  the 
VA.  I  think  we  do  exceptionally  well  long-term  care  and  keeping  in 
touch  with  patients  and  having,  as  Mrs.  Bowen  said,  someone  24 
hours  where  you  can  pick  up  the  phone  and  know  somebody  is 
going  to  answer  if  you  are  in  such  a  setting. 

And  the  other  thing  is  that  there  are  a  lot  of  things  wrong  with 
the  VA,  and  I  don't  have  to  tell  you  that,  the  media  tells  us  all  the 
time.  However,  we  can  find  the  same  deficiencies  in  any  community 
hospital  and  when  the  VA  does  things  well  thev  do  not  make  news. 
And  I  know  a  personal  example  from  my  daugnter-in-law  who  was 
moonlighting  at  one  of  the  VA  hospitals  when  one  of  these  news 
teams  came  around  with  video  cameras.  Everything  they  showed 
them  seemed  to  be  going  very  well  and  they  decided  to  leave  be- 
cause there  was  no  story  and  could  not  be  convinced  to  stay. 

Ms.  Fresh.  I  am  excited  by  the  prospects  of  the  upcoming  years. 
I  think  it  will  enable  and  encourage  us  in  the  VA  to  coordinate  bet- 
ter with  the  community  and  I  think  we  all  stand  to  gain  by  that. 

Chairman  Rockefeller.  It  is  going  to  force  the  health  care  sys- 
tem to  look  at  the  VA  svstem,  isn't  it,  to  deal  with  it  for  the  first 
time.  You  have  been  off  there  somewhere,  and  now  you  won't  be. 

Ms.  Fresh.  It  gives  us  the  opportunity  to  then  serve  the  commu- 
nity better  as  a  whole.  And  I  do  not  think  we  will  have  any  prob- 
lem with  the  veterans  electing  to  leave  the  VA  en  masse.  The  expe- 
rience I  have  had  with  veterans  is  that  they  love  the  VA.  There  is 
a  sense  of  pride  in  coming  to  the  VA  and  we  do  a  lot  to  try  to  foster 
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that  pride  in  them.  We  are  there  to  serve  them  as  veterans  and  ac- 
knowledge their  contributions  as  veterans. 

Dr.  RoBBlNS.  Their  wives  are  going  to  want  to  come  in  too. 

Ms.  GooDEN.  They  already  do.  We  have  had  the  experience  of 
having  caregivers  say  they  wish  they  could  get  their  care  with  us 
and  I  do  too  sometimes  because  we  can  see  that  they  need  care. 
I  think  that  the  VA  can  gain  from  the  private  sector  and,  having 
worked  in  the  private  sector  for  a  long  time  before  the  VA,  I  think 
also  the  private  sector  could  certainly  gain  from  the  VA.  So  I  am 
kind  of  excited  too  and  looking  forward  to  hopefully  more  coordina- 
tion and  a  more  comprehensive  program  that  is  going  to  reach 
more  people  who  need  the  services. 

Mr.  Harbert.  I  am  on  the  excited  team  too,  I  guess.  I  feel  like 
I  am  sort  of  an  entrepreneur  anjrway  as  some  of  these  programs 
that  we  have  started  we  started  without  permission.  I  think  some- 
times in  the  bureaucracy  one  has  to  accept  that  it  is  easier  to  ob- 
tain forgiveness  than  permission.  I  think  there  are  a  lot  of  people 
in  the  VA  that  are  that  way,  that  started  programs  and  then  later 
the  policy  came  along  to  say  it  was  OK  I  think  if  we  were  to  go 
into  competition  with  private  health  care  that  we  would  have  to  be 
able  to  respond  faster  to  some  of  the  chang'es  than  our  policies  re- 
spond. But  I  think  we  are  capable  of  doing  it  and  I  am  kind  of  like 
Dr.  Robbins,  I  would  say  bring  them  on. 

Mr.  Smits.  Yes.  I  am  excited  about  it  as  well.  I  think  we  have 
the  opportunity  to  show  some  leadership  in  long-term  care.  Before 
I  came  to  the  VA  I  worked  in  the  private  sector  as  a  clinical  social 
worker  in  a  large  urban  hospital  and  you  will  find  that  a  lot  of  the 
patients  come  to  urban  hospitals  because  specialized  care  is  not 
provided  in  small  rural  communities.  Thev  are  admitted  unneces- 
sarily. And  through  a  concept  like  the  domiciliary,  for  instance, 
they  could  receive  their  care  on  an  ambulatory  basis  and  not  have 
to  be  confined  to  a  bed.  Many  times  patients  are  admitted  unneces- 
sarily purely  because  they  come  from  long  distances.  I  think  they 
will  look  to  us  for  leadership  on  some  of  these  issues.  Thank  you. 

Chairman  Rockefeller.  You  all  make  me  very  proud  and  as  you 
said,  Terry,  there  is  a  great  sense  of  excitement  and  compatibilitv. 
All  of  you  come  from  very,  very  diflFerent  places.  This  is  a  highly 
diverse  group  geographically.  A  lot  of  long  trips.  What  you  have 
said  is  wonderful  and  I  know  we  would  have  much  more  to  say  if 
we  had  more  time.  I  am  very,  very  grateful  to  you  and  you  do  the 
VA  system  and  your  country  very,  very  proud.  TTiank  you. 

Our  third  and  final  panel  is  equally  exciting.  It  consists  of  four 
experts  who  will  discuss  how  VA  geriatrics  and  long-term  care  pro- 
iprams  contribute  to  overall  U.S.  efforts  in  these  areas.  Dr.  Butler 
IS  saying  "hello"  to  Dr.  Jarvik.  I  assume  you  have  known  each 
other  over  several  years,  about  20  years  or  so. 

Dr.  Robert  Butler  is  Brookdale  Professor  and  Chairman  of  the 
Department  of  Geriatrics  and  Adult  Development  and  Director  of 
the  International  Leadership  Center  on  Longevity  and  Society  at 
Mount  Sinai  Medical  Center.  Bob  and  I  have  many  reasons  that  we 
know  each  other.  You  have  been  before  this  Committee  before.  Bob, 
but  not  before  me.  I  am  very  proud  that  you  are  here  now.  You  tes- 
tified last  in  1979.  That  was  during  your  term  as  Director  of  the 
National  Institute  on  Aging. 
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Dr.  Paul  Kerschner  is  the  Executive  Director  of  the  Geronto- 
logical Society  of  America.  Paul,  it  is  good  to  see  you  again  as  well. 

Dr.  D.  Joanne  Lynn  is  a  Professor  of  Community  and  Family 
Medicine,  and  Associate  Director  of  the  Center  for  Aging  at  Dart- 
mouth-Hitchcock Medical  Center.  She  serves  on  the  American  Geri- 
atric Society's  Board  of  Directors  and  is  a  member  of  the  VA's  Geri- 
atric and  Gerontology  Advisory  Committee. 

Finally,  Dr.  John  Talbott  is  a  Professor  and  Chairman  of  the  De- 
partment of  Psychiatry  at  the  University  of  Maryland  School  of 
Medicine  and  a  former  President  of  the  American  Psychiatric  Asso- 
ciation. 

You  are  a  very  distinguished  panel.  Get  yourself  a  good  glass  of 
water.  I  don't  have  a  thing  to  do  until  12:30.  Actually,  I  am  having 
lunch  with  Ross  Perot  because  I  want  to  convince  him  that  being 
for  health  care  reform  is  better  than  being  against  it.  In  my  judg- 
ment, he  needs  to  not  just  criticize  everything,  I  think  it  is  in  his 
interest,  too,  and  we  are  going  to  have  a  good  discussion  about  it. 

Dr.  Butler,  can  we  start  with  you,  sir? 

STATEMENT  OF  DR.  ROBERT  N.  BUTLER,  BROOKDALE  PRO- 
FESSOR AND  CHAIRMAN,  DEPARTMENT  OF  GERIATRICS  AND 
ADULT  DEVELOPMENT,  MOUNT  SINAI  MEDICAL  CENTER, 
NEW  YORK 

Dr.  Butler.  Yes.  I  thought  I  might  just  do  a  very  brief  summary 
and  submit  for  the  record  my  more  comprehensive  statement.  As 
you  well  know,  at  least  since  the  1920s,  the  VA  has  represented 
Government-sponsored  health  services  and  has  already  become  a 
model  for  national  health  care,  although  certainly  not  universal. 
And  as  already  mentioned  earlier,  it  has  operated  under  global 
budgets,  a  single  payer  system,  and  that  in  itself  makes  it  excep- 
tionally valuable  for  study  at  this  time.  The  VA  has  also  been  able 
to  create  an  integrated  system,  that  is  integrated  from  the  patient's 
point  of  view  as  we  heard  earlier  today.  But  as  I  understand  it 
what  you  would  like  me  to  focus  upon  particularly  is  long-term 
care.  So  I  will  do  so  in  terms  of  the  three  great  categories  of  re- 
search, service,  and  education. 

Let's  take  research  first.  The  year  1976  was  the  beginning  of  the 
VA  Geriatric  Research,  Education,  and  Clinical  Center's  effort  and 
there  are  now  16  such  centers.  It  seems  to  me  it  is  time  for  us  to 
reexamine  them,  reevaluate  the  extent  to  which  they  may  need 
new  resources  or  perhaps  we  may  even  need  new  centers.  Certainly 
there  should  be  further  coordination  both  among  the  GRECCs  that 
already  exist  and  also  with  regard  to  the  National  Institute  on 
Aging  and  the  Department  of  Agriculture's  Center  on  Nutrition  and 
Aging  at  Tufts  University.  I  think  there  would  be  genuine  econo- 
mies of  scale  and  value  to  that  type  of  coordination.  I  would  also 
suggest  that  there  be  stronger  emphasis  particularly  upon  geriatric 
psychiatry  and  upon  what  I  think  of  as  the  nonfatal  but  incredibly 
expensive  conditions  that  bring  so  much  anguish  and  pain  to  peo- 
ple's lives  like  dementia,  falling,  and  problems  of  vision  and  hear- 
ing. We  could  begin  to  do  something  about  these  because  the  possi- 
bility does  exist  for  interventions,  for  postponements  of  disease, 
short  of  cure. 
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For  example,  we  know  from  estimates  from  HCFA,  the  Health 
Care  Financing  Administration,  that  were  it  possible  to  postnone 
dependency  by  just  1  month  our  country  would  save  over  $5  billion 
a  month.  That  is  in  the  aggregate  for  all  people  over  65  years  of 
age.  So  we  should  not  onlybe  thinking  in  our  research  enterprise 
upon  the  importance  of  cure,  but  ways  of  delaying  the  onset  of  var- 
ious conditions. 

Second,  with  regard  to  services,  we  have  under  the  VA  a  great 
invention,  the  Geriatric  Evaluation  Unit,  which  underscores  the 
importance  of  geriatric  assessment  and  care  coordination.  And  I 
would  note  for  you  the  incredible  expense  in  the  private  care  sys- 
tem of  the  transfer  of  patients  from  long-term  care  institutions  to 
acute  care  hospitals.  We  do  not  know,  for  example,  how  much  some 
additional  nursing  and  medical  capabilities  in  those  long-term  care 
institutions  might  make  unnecessary  such  transfers  and  lead  to  ob- 
vious cost  savings.  I  mention  this  because  of  the  importance  of  inte- 
grating acute  care  with  long-term  care.  We  await  the  health  care 
reforms.  If  we  do  not  include  some  long-term  care  in  an  effective 
way,  we  may  actually  cost  ourselves  additional  money  when  it 
would  not  be  necessary  to  do  so. 

I  also  wanted  to  point  out  the  importance  of  the  independent  dis- 
abled people,  people  who  very  much  want  to  remain  in  the  commu- 
nity and  who  through  the  VA,  through  respite,  and  through  reha- 
bilitation can  gain  so  much  control  over  their  own  lives.  I  think  we 
should  build  upon  this  existent  model  of  the  VA  meaning  from 
health  promotion,  disease  prevention,  hospital  care,  all  the  way  to 
hospice  care. 

I  would  like  to  particularly  emphasize  the  community-based  ap- 
proach. I  am  not  just  talking  about  the  prospect  of  home  care  but 
economies  of  scale  that  can  come  about  by  bringing  together  pa- 
tients in  a  single  place,  namely  adult  day  care  services.  I  would 
also  suggest  that  family  care  might  be  advanced  through  the  sim- 
plification of  the  mechanisms  by  which  patients  can  have  their 
third  party  payments  transferred  to  the  VA  so  that,  say,  husbands 
and  wives  can  receive  their  care  conjointly. 

Finally  and  third,  education.  I  seriously  doubt  if  we  could  have 
effective  medical  education  today  without  the  wonderful  relation- 
ship with  the  VA  system.  And  again  we  owe  to  the  VA  the  creation 
of  the  Greriatrics  Fellowships  Programs  which  have  been  invalu- 
able. And  here,  if  we  have  time  later,  I  would  like  to  mention  some 
uneasiness  I  have  about  the  prospect  that  it  would  be  regarded 
only  as  a  specialty  and  at  this  moment  of  great  concern  about  ad- 
vancing primary  care  medicine  it  is  important  to  examine  the  ques- 
tion. 

Chairman  Rockefeller.  What  do  you  mean  when  you  say,  "it 
would  be  regarded"? 

Dr.  Butler.  Geriatric  medicine  might  be  regarded  only  as  a  spe- 
cialty rather  than  part  of  primary  care,  something  I  think  we 
should  return  to  in  a  few  minutes. 

But  finally  I  would  just  like  to  say  that  the  VA  represents  al- 
ready a  unique  system  and  also  a  potential  model  for  the  country 
for  long-term  care. 

Chairman  Rockefeller.  Thank  you  very  much.  That  was  an  ex- 
tremely strong  statement  and  a  very  welcome  one. 
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[The  prepared  statement  of  Dr.  Butler  appears  on  p.  325.] 
Chairman  Rockefeller.  Dr.  Kerschner. 

STATEMENT  OF  DR.  PAUL  A.  KERSCHNER,  EXECUTIVE 
DIRECTOR,  THE  GERONTOLOGICAL  SOCIETY  OF  AMERICA 

Dr.  Kerschner.  Thank  you,  Mr.  Chairman.  Senator  Rockefeller, 
the  Nation's  older  veterans  are  deeply  indebted  to  you  for  your 
untiring  efforts  on  their  behalf  Your  efforts  are  most  highly  visible 
in  the  arena  of  health  care  in  general  and  long-term  care  in  par- 
ticular. The  Gerontological  Society  believes  that  your  individual  ef- 
forts and  those  of  countless  thousands  of  researchers  and  policy  ad- 
vocates at  the  State  and  local  level  are  about  to  become  national 
policy.  Over  the  next  2  years  health  care  in  the  United  States  will 
undergo  a  revolution,  a  comparison  to  which  can  only  be  found  in 
income  reform  following  the  passage  of  Social  Security.  The  role  of 
hospitals,  physicians,  insurance  companies,  drug  companies,  health 
maintenance  organizations,  case  managers,  consumer  behavior  and 
indeed  the  long-term  care  programs  of  the  VA  will  be  forever 
changed  and  modified  by  what  happens  over  the  next  several 
months. 

While  it  is  too  early  to  determine  the  exact  parameters  of  long- 
term  care  under  the  health  reform  package  being  so  ably  worked 
upon  by  Mrs.  Clinton  and  her  colleagues,  it  is  clearly  not  to  soon 
to  look  at  the  veterans  health  care  system  for  examples  of  best 
practices  in  long-term  care,  practices  which  while  innovative  are 
not  so  unique  as  to  be  nonreplicable  outside  of  the  VA  system.  You 
have  heard  from  the  prior  panel,  Mr.  Chairman,  and  from  people 
here,  Dr.  Butler  and  others  concerning  some  of  those  innovations. 
I  would  like  to  comment  on  several  issues  raised  by  the  last  panel 
and  then  comment  on  several  additional  items. 

One  issue  which  was  raised  earlier  by  Senator  Graham  was  the 
need  to  concentrate  critically  on  the  old.  Interestingly  enough, 
there  are  now  37,000  Americans  over  the  age  of  100.  By  2070  there 
will  be  close  to  a  million  people  over  the  century  mark.  In  the  not 
too  distant  future,  we  will  see  85-year-old  daughters  taking  care  of 
105-year-old  mothers  and  perhaps  65-year-old  sons.  We  need  to 
look  carefully  at  the  entire  issue  of  the  very  old.  Who  takes  care 
of  the  aged  caregiver?  What  happens  if  that  85-year-old  woman  be- 
comes in  and  the  whole  family  pattern  falls  apart?  Florida  is  cer- 
tainly already  beginning  to  experience  some  of  those  same  kinds  of 
issues. 

The  second  issue  is  the  one  of  home  care.  I  want  to  reinforce  the 
notion  that  home  care  is  the  type  of  case  most  desired  by  individ- 
uals and  families.  However,  I  do  not  think  we  should  sell  home 
care  only  as  the  cheapest  alternative;  it  may  not  be.  Home  care  is 
reasonably  cheap  now  because  it  is  3  hours  a  day,  3  days  a  week. 
If  it  was  24  hours  a  day,  7  days  a  week,  it  might  not  be  that  inex- 
pensive. That  is  not  the  reason  we  provide  it.  The  reason  we  offer 
it  is  that  is  where  families  want  to  be  and  that  is  where  patients 
and  residents  want  to  be.  For  that  reason,  two  of  the  fastest  grow- 
ing services  in  the  country  are  adult  day  care  and  assisted  living. 

Chairman  Rockefeller.  You  know,  it  would  be  very  interesting 
to  find  out  if  the  Congressional  Budget  Office,  when  it  makes  its 
estimates,  or  the  estimates  Mrs.  Clinton's  task  force  is  using,  if 
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they  base  their  estimates  of  the  costs  associated  with  home-  and 
community-based  care  upon  the  time  you  mentioned  or  7  days  a 
week?  It  is  a  very  interesting  point. 

Dr.  Kerschner.  We  need  to  look  also  at  the  issue  of  whether  we 
train  geriatricians  or  whether  we  try  to  integrate  geriatrics 
throughout  the  medical  and  health  curricula.  In  a  sense,  it  is  the 
issue  of  whether  we  are  turning  out  products  or  ingredients.  We 
should  not  just  turn  out  products — e.g.,  geriatricians — we  should 
gerontolog^ze  as  many  of  the  helping  disciplines  as  we  can. 

Last,  we  get  to  the  question,  Senator,  that  you  asked  the  last 
panel.  That  is,  should  the  VA  system  be  threatened  by  the  planned 
national  health  system?  I  think  not.  I  think  veterans  are  and 
should  be  very  proud  of  their  system.  I  am  reminded  a  little  of 
those  who  say  the  Canadians  are  all  fleeing  Canada  for  America. 
Having  just  come  back  from  Buffalo,  I  did  not  see  the  Mounties 
lined  across  the  border  keeping  the  Canadians  out  as  they  try  to 
flee  into  our  hospitals.  I  do  not  think  the  veterans  are  going  to  flee. 
I  think  they  are  very  proud  of  their  system  and  I  think  we  can  take 
the  veterans  models,  apply  them  to  our  long-term  care  facilities 
and  to  our  non-VA  system  and  have  an  integrated  health  care  sys- 
tem. By  the  year  2000,  I  think  we  will  be  discussing  how  we  can 
even  improve  an  integrated  system,  not  just  build  it.  Thank  you. 
Senator. 

Chairman  Rockefeller.  Thank  you,  sir,  very  much. 

[The  prepared  statement  of  Dr.  Kerschner  appears  on  p.  328.] 

Chairman  Rockefeller.  Dr.  Lynn. 

STATEMENT  OF  DR.  D.  JOANNE  LYNN,  PROFESSOR  AND  SEN- 
IOR ASSOCLVTE,  CENTER  FOR  THE  EVALUATIVE  CLINICAL 
SCIENCES,  AND  ASSOCIATE  DIRECTOR,  CENTER  FOR  THE 
AGING,  DARTMOUTH-HITCHCOCK  MEDICAL  CENTER 

Dr.  Lynn.  The  major  success  of  modern  medicine  has  been  the 
creation  of  chronic  disease,  in  lieu  of  premature  death.  We  rarely 
cure.  Instead,  at  best,  we  treat  illness  by  substituting  a  better 
chronic  illness  for  the  life-threatening  one  that  the  patient  is  pre- 
sented with.  Most  of  us  will  live  to  a  ripe  old  age,  most  of  us  being 
comfortable  and  productive.  However,  most  of  us  will  also  eventu- 
ally develop  a  serious  disabling  illness.  Half  of  American  women 
will  spend  time  in  a  nursing  home.  One-third  of  American  men 
will.  Almost  half  of  those  who  live  to  be  85  will  require  daily  assist- 
ance. And  the  population  affected  is  growing  at  an  unprecedented 
rate.  We  face  the  prospect  of  tripling  our  nursing  home  beds  within 
my  expected  lifetime. 

The  aging  of  this  population  and  the  accumulation  of  chronic  dis- 
ease is  a  predictable  calamity,  yet  our  response  has  been  so  ex- 
traordinarily feeble.  What  is  now  presented  as  reform  is  merely  a 
discussion  of  how  to  finance  the  current  array  of  services.  However, 
that  service  mix  should  not  be  perpetuated.  It  is  a  health  care  sys- 
tem which  reflects  our  citizens'  flawed  belief  that  medicine  has  vir- 
tually unlimited  capability  to  restore  health  and  prevent  death.  It 
is  a  system  that  ensures  over-investment  in  physicians  and  hos- 
pitals and  deficient  provision  of  assistance  in  daily  living.  It  is 
often  easier  to  get  coronary  artery  bypass  surgery  than  it  is  to  pay 
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for  your  heart  pills  or  get  your  teeth  fixed — except  in  the  VA  health 
care  system. 

The  VA  has  had  to  care  for  a  defined  and  aging  population  for 
many  years.  The  VA  has  had  to  make  sense  of  how  to  enable  aging 
and  disabled  veterans  to  live  well  despite  chronic  disease 

Chairman  Rockefeller.  Dr.  Lynn,  can  I  stop  you  right  there.  I 
apologize,  but  this  is  so  compelling.  I  have  turned  the  clock  off,  and 
I  apologize  to  you.  Dr.  Butler,  for  turning  it  on.  What  you  say  is 
so  true  and  what  you  are  about  to  say  about  VA  is  so  true.  In  other 
words,  because  VA  is  a  system  within  itself  and  has  its  own  set  of 
controls,  it  can  cause  things  to  happen.  One  of  the  things  that  I  am 
both  terrified  about  and  also  look  forward  to  in  national  health 
care  reform,  for  example,  has  to  do  with  physicians.  I  think  I  have 
talked  to  Bob  Butler  about  a  trip  I  made  in  another  capacity  to 
Yale  Medical  School,  and  I  got  all  the  health  profession  students 
together  for  the  first  time.  There  were  physicians,  physicians'  as- 
sistants, nurses,  nurse  practitioners,  and  public  health  service  peo- 
ple there.  Those  students  were  never  asked  to  come  to  meetings 
with  the  physicians,  and  there  were  some  teaching  faculty  and  ad- 
ministrators there.  What  absolutely  stunned  me  was  the  fact  that 
none  of  them  had  ever  met  each  other,  not  personally,  but  generi- 
cally,  they  just  did  not  cross  professional  lines.  That  was  before  I 
got  to  the  fact  that  they  did  not  teach  preventive  health  care. 

What  you  are  saying  is  that  people  are  forced  together  to  make 
common  medical  decisions  within  the  VA  system.  The  thing  that 
terrifies  me  about  national  health  care  reform  is  that  we  will  be 
placing  on  the  non-VA  system  a  need  for  communication  between 
physician  groups  and  other  practitioner  groups,  and  there  is  just 
absolutely  no  experience  there  of  cross-fertilization,  of  talking  back 
and  forth,  that  I  have  been  able  to  detect.  I  obviously  overstated 
this  slightly.  But  I  am  just  taking  what  you  say  about  the  dis- 
cipline of  the  VA  system,  and  why  it  works  so  well  within  the  VA 
system  and,  frankly,  I  have  some  real  concerns  about  what  takes 
place  or  will  take  place  on  the  outside  as  we  control  costs  and  re- 
quire more  efficiencies. 

Dr.  Lynn.  I  grew  up  in  Terra  Alta,  West  Virginia,  and  my  par- 
ents were  rural  general  practitioners. 

Chairman  Rockefeller.  God  bless  you  and  them.  [Laughter.] 

Dr.  Lynn.  And  they  talked  about  making  decisions  about  serious 
illness  with  all  the  family  around  the  table.  This  was  before  insur- 
ance. The  tradeoflFs  were:  Shall  Johnny  go  to  college  or  shall  grand- 
ma get  the  hernia  repaired?  There  were  very  real  tradeoffs  and  ev- 
erybody affected  could  be  around  the  table.  We  have  managed  to 
insulate  ourselves,  through  the  1960s  and  1970s  and  especially 
probably  in  the  last  decade,  from  the  obligation  as  health  care  pro- 
viders to  be  responsible  for  long-term  outcomes.  We  do  not  stay 
with  our  patients  long  enough.  I  make  rounds  with  medical  resi- 
dents and  house  staff  and  I  say,  "What  do  you  think  this  person 
will  be  like  3  to  6  months  from  now?"  and  they  say,  "Well,  thank 
goodness  I  do  not  have  to  worry  about  that." 

What  a  terrible  way  to  tram  people  in  a  system  in  which  the 
dominant  illness  is  chronic  disease,  in  which  the  only  thing  that 
matters  to  the  patient  is  how  they  are  going  to  be  doing  3  to  6 
months  from  now.  And  yet  the  practitioners  are  completely  insu- 
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lated  from  that  experience.  I  think  what  we  are  looking  for  in  this 
current  drive  for  generalists  physicians  and  primary  care  physi- 
cians and  so  forth  is  mostly  the  drive  toward  a  doctor  who  will  stay 
with  you.  It  does  not  really  matter  what  label  such  a  doctor  has 
you  just  want  them  to  be  there  2  years  from  now  when  your  arthri- 
tis has  become  completely  disabling  or  when  you  are  now  blind  or 
whatever  has  gotten  worse. 

The  VA  system  has  some  real  merit  in  forcing  the  kind  of  com- 
munication you  were  talking  about  because,  at  least  as  a  system, 
the  VA  acknowledges  that  they  are  going  to  have  this  person 
through  to  the  end  of  his  or  her  life  and  that  the  VA  cannot  use- 
fully defer  expenses  to  some  later  piece  of  the  life.  It  makes  sense 
to  spend  what  is  really  needed  at  the  appropriate  time;  whereas, 
in  the  dominant  health  care  system,  that  does  not  work.  The  usual 
medical  student  can  manage  to  go  all  the  way  through  medical 
school  and  never  do  a  home  visit,  never  see  somebody  in  long-term 
care,  and,  in  fact,  never  follow  a  patient  for  more  than  a  week.  A 
resident  can  probably  never  follow  anybody  for  more  than  a  month 
or  two.  But  that  is  just  not  the  way  we  live  with  our  diseases  now. 

So  the  system  itself  is  so  fundamentally  flawed  that  I  am  very 
worried  about  all  the  current  effort  going  into  how  to  refinance  it. 
Even  if  you  shave  income  of  anesthesiologists  or  radiologists  or 
whatever,  that  is  not  really  getting  at  the  core  issue.  The  public 
has  a  different  set  of  diseases  than  they  had  in  1950.  In  1900  the 
average  causes  of  death  were  acute.  The  only  things  that  were 
chronic  diseases  were  tuberculosis  and  mental  illness  and  we  put 
them  off  in  institutions.  Now  the  usual  illness  is  one  the  person 
will  live  with  for  the  rest  of  their  days.  We  have  got  to  make  sense 
of  that  in  a  whole  new  way. 

Chairman  Rockefeller.  Let  me  come  back  to  you.  I  have  really 
been  terribly  rude  to  Dr.  Lynn  because  I  flat  out  interrupted  her 
in  the  middle  of  her  testimony  and  I  want  her  to  finish  and  also 
Dr.  Talbott  to  finish,  and  then  I  will  open  up  the  discussion.  So, 
please  go  ahead,  and  thank  you.  How  would  I  have  ever  known 
about  Terra  Alta  if  I  had  not  interrupted  you.  [Laughter.] 

Dr.  Lynn.  The  VA  long-term  care  sometimes  exemplifies  what 
might  be  done  with  more  integrated  systems  of  care  continuous 
across  time,  provided  by  appropriate  caregivers  and  within  ever 
present  cost  constraints.  A  large  proportion  of  the  research  on  how 
to  care  for  the  elderly  and  disabled  has  come  from  the  VA.  Most 
of  the  innovative  delivery  systems  including  home  care,  telephone 
care,  geriatric  evaluation  management  units  and  adult  day  care 
have  received  their  most  informative  evaluation  in  VA  settings.  A 
striking  proportion  of  the  manpower  for  the  care  of  the  elderly  has 
been  trained  in  the  VA  for  obvious  reasons  of  reimbursement.  It  is 
very  hard  to  do  elsewhere.  When  I  did  training  in  geriatrics  my  po- 
tential average  income  dropped  by  a  quarter.  Forty  percent  of  the 
physicians  specifically  trained  in  geriatrics  were  trained  in  the  VA 
programs.  Most  VA  medical  centers  now  have  geriatric  evaluation 
and  management  programs.  These  have  been  shown  to  coordinate 
care  so  well  that  patients  live  longer  with  less  disability  and  less 
rehospitalization  and  institutionalization.  As  effective  as  they  are, 
it  is  very  difficult  to  finance  a  GEM  in  non-VA  settings  because  the 
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fee  for  service  reimbursement  structure  is  so  adverse  to  paying  for 
evaluation  and  management. 

The  VA  has  some  limitations  in  providing  exemplaiy  long-term 
care.  First,  despite  being  a  single  payer  system,  VA  medical  centers 
still  have  substantial  incentives  to  overbuild  and  overuse  hospitals. 
Second,  the  problem  of  varying  eligibility  of  veterans  for  services 
over  time  and  across  the  various  kinds  of  services  is  destructive  to 
coordinated  and  comprehensive  care.  Third,  if  there  is  to  be  more 
responsibility  of  the  local  health  care  system  for  the  health  of  each 
communitv,  often  the  VA  is  simply  not  at  the  table  because  it  has 
considered  itself  an  isolated  system,  a  view  that  marginalizes  with- 
in a  regional  system  of  care.  Finally,  VA  long-term  care  is  often  un- 
derfunded relative  to  non-VA  long-term  care. 

The  VA  should  be  encouraged  to  build  on  its  successes  in  devel- 
oping and  evaluating  innovative  care  delivery,  especially  com- 
prehensive and  coordinated  long-term  care.  The  VA  should  also 
build  on  its  successes  in  research  and  education  especially  in 
health  services  research.  The  VA,  for  example,  is  probably  the  only 
venue  that  can  evaluate  the  merits  of  rehabilitation  after  a  stroke 
or  the  effects  of  diabetic  limb  amputation  on  qualitv  of  life.  The  VA 
can  illuminate  the  appropriate  roll  of  each  kind  oi  long-term  care, 
including  nursing  homes.  The  VA  can  take  a  lead  in  evaluating 
hospice  care.  Other  parts  of  the  system  simply  cannot  run  these 
kinds  of  evaluations.  Each  VA  must  become  a  participant  in  its 
local  system  of  care  in  the  planning  for  development  of  that  system. 
As  the  population  shifts  and  needs  change,  it  must  become  possible 
to  develop  alternative  uses  for  all  under-utilized  service  capacity 
including  VA  hospitals.  The  VA  must  become  able  to  participate  in 
cooperative  programs  that  also  serve  nonveterans. 

I  appreciate  this  opportunity  to  speak  with  you  about  the  VA  and 
long-term  care.  I  have  worked  in  a  VA  medical  center  and  I  now 
serve  on  the  national  VA  Geriatrics  and  Gerontology  Advisory 
Committee  and  the  VA  National  Center  for  Clinical  Ethics  at 
White  River  Junction,  Vermont.  I  have  devoted  my  professional  life 
to  the  service  of  nursing  homes,  hospice,  and  home  care  which  I 
have  found  to  require  the  devotion  of  an  appropriate  team  of 
caregivers  to  patients  over  time  and  through  their  experience  in 
multiple  settings.  I  firmly  believe  that  physician  reliance  upon  epi- 
sodic acute  care  must  not  be  allowed  to  be  the  driving  force  in 
shaping  an  effective  care  system  for  those  who  face  chronic  illness. 
Instead,  we  need  to  develop  modes  of  caring  that  prioritize  reliabil- 
ity, symptom  relief,  food  and  housing,  rehabilitation,  and  self-re- 
spect— all  within  resource  constraints.  The  VA  has  been  a  major 
participant  in  learning  how  to  do  this  well.  They  should  be  encour- 
aged to  develop  in  these  directions  and  to  help  guide  the  health 
care  system  toward  serious  and  fundamental  reform  of  long-term 
care. 

You  asked  the  last  panel  their  views  on  the  future  of  health  care 
reform  and  people  were  in  general  fairly  positive.  I  will  be  a  jarring 
note  in  that  regard  because  I  see  the  current  health  care  reform 
as  doing  almost  nothing  to  help  my  patients.  The  proposals  I  have 
seen  in  regard  to  long-term  care  speak  only  to  "whose  ox  is  going 
to  be  ^ored."  They  do  not  address  the  fact  that  an  ox  is  being  gored. 
That  IS  to  say  reformers  are  talking  about  how  services  will  oe  fi- 
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nanced.  But  financing  the  present  system  seems  to  me  to  be  a 
fruitless  endeavor,  one  that  guarantees  that  10  to  15  years  from 
now  we  will  have  to  do  it  all  over  again  because  the  kinds  of  dis- 
ease we  are  trying  to  treat,  the  nature  of  people's  needs  have 
changed,  and  the  systems  simply  have  not  changed.  We  should  not 
be  refinancing  this  health  care  system,  we  should  be  changing  it. 

Chairman  Rockefeller.  Dr.  Lynn,  thank  you. 

[The  prepared  statement  of  Dr.  Lynn  appears  on  p.  329.] 

Chairman  Rockefeller.  Dr.  Talbott. 

STATEMENT  OF  DR.  JOHN  A.  TALBOTT,  PROFESSOR  AND 
CHAIRMAN,  DEPARTMENT  OF  PSYCHIATRY,  UNIVERSITY  OF 
MARYLAND  SCHOOL  OF  MEDICINE,  ON  BEHALF  OF  THE 
AMERICAN  PSYCHIATRIC  ASSOCIATION 

Dr.  Talbott.  Thank  you,  Mr.  Chairman.  I  do  not  come  from 
West  Virginia  but  I  am  a  Vietnam  veteran  and  I  am  very  grateful 
for  the  opportunity  to  appear  here.  I  represent  the  American  Psy- 
chiatric Association  which  comprises  about  37,000  psychiatrists. 
My  portion  of  this  program  will  deal  with  the  chronic  mentally  ill, 
those  persons  who  have  continuing  or  episodic  severe  mental  ill- 
nesses that  prevents  them  from  working,  living,  contributing  to  so- 
ciety, and  even  socially  interacting.  Severe  mental  illnesses  are 
brain  diseases  such  as  schizophrenia  that  begin  early  in  life,  in  late 
adolescence  or  early  adulthood,  they  do  not  cause  people  to  die. 
Such  sufferers  go  through  their  entire  lives  with  these  extremely 
disabling  disorders.  It  is  estimated  that  there  are  1.7  to  3.4  million 
of  these  persons  in  the  United  States. 

The  VA  is  in  a  particularly  pivotal  position,  as  your  Committee 
is,  to  influence  the  care,  research,  and  training  concerning  the  pop- 
ulation because  the  VA  medical  system  is  a  national  care  system. 
We  do  have  important  innovative  programs  to  serve  severely  ill  pa- 
tients and  some  initial  pilot  data  that  will  enable  such  as  the  VA 
to  really  carry  forth  their  mission  regarding  the  population.  Let  me 
now  address  the  three  areas  you  asked  me  to  address  in  depth. 

The  first  question  has  to  do  with  the  care  system.  As  you  have 
already  heard  from  the  second  panel,  there  are  innovative  pro- 
grams in  the  VA  and  elsewhere  that  have  addressed  alternatives 
to  what  we  usually  see  as  inpatient  care  or  traditional  long-term 
care.  They  do  not  exist  in  sufficient  number  in  the  VA  or  elsewhere 
and  they  are  not  bound  together  efficiently.  That  was  a  very  impor- 
tant question  you  asked  about  how  does  care  interact  and  is  it  off 
on  its  own.  One  of  the  problems  is  that  frequently,  while  we  have 
exemplary  programs  scattered  about,  they  aren't  linked  together, 
they  aren't  glued  together  and  patients  need  that  glue  to  gain  ac- 
cess to  care. 

You  also  asked  about  how  research  could  show  the  way  to  the  fu- 
ture. If  we  begin  to  see  what  subsets  of  what  populations  do  best 
in  what  settings  at  what  cost,  then  we  can  be  informed  about  how 
to  shape  the  future.  If  we  only  have  limited  choices,  such  as  the 
nursing  home  or  the  hospital,  those  aren't  real  choices.  So  new  re- 
search, that  deals  with  mental  health  services,  as  the  panelists  on 
the  second  panel  pointed  out,  is  essential.  The  VA  has  really  lagged 
behind  a  lot  of  private  foundations  in  terms  of  supporting  that  sort 
of  research.  The  Robert  Wood  Johnson  Foundation  and  others  have 
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funded  the  sort  of  programs  that  look  at  outcome  research  such  as 
what  works  for  which  people  who  have  which  diseases,  at  what 
cost,  where.  Such  research  is  essential.  I  would  agree  with  every- 
one about  the  need  for  basic  research  restoration  but  mental  health 
services  research  is  also  necessary. 

The  last  area  is  that  of  training.  While  medical  schools,  including 
my  own,  are  deeply  involved  with 

Chairman  Rockefeller.  When  you  say  "mental  health,"  in  the 
so-called  benefit  package  argument — some  people  use  the  word 
mental  health  and  that  means  a  certain  set  of  problems,  and  other 
people  use  another  set  of  problems  and  they  say  "chronic  mental 
disease."  When  you  use  "mental  health,"  do  you  mean  the  second 
or  the  first? 

Dr.  Talbott.  Mental  illness  can  be  broad.  One  can  have  every- 
thing from  being  upset  over  the  death  of  a  spouse  to  major  league 
illness,  which  is  what  I  am  talking  about.  I  am  talking  about  not 
only  a  disease  such  as  schizophrenia  or  manic  depressive  illness 
which  is  severe  and  disabling,  but  also  which  carries  with  it  long- 
term  or  episodic  disability.  So  I  am  sorry  if  I  have  been  confusing 
those  two  but  I  am  not  talking  about  the  whole  spectrum,  rather 
only  those  illnesses  which  use  up  a  considerable  portion  of  the 
health  dollar  in  this  country  and  which  we  have  to  address  in 
terms  of  long-term  care. 

Indeed,  the  Institute  of  Medicine  did  a  study  of  long-term  care 
needs  and  found  that  for  about  98  percent  of  the  needs,  those  of 
the  frail  elderly  and  those  of  the  chronically  mentally  ill  were  iden- 
tical. So  that  again,  if  you  address  long-term  care,  you  have  to  deal 
with  the  long-term  mentally  ill  who  are  aging  and  aged  and  those 
who  are  not  as  well  as,  say,  the  frail  elderly  and  other  aging  popu- 
lations. 

Anyway,  if  I  can  move  on  to  the  training  issue.  While  medical 
schools  have  been  involved  in  training  a  large  number  of  medical 
students,  residents,  fellows,  and  others  in  VA  settings — and  it  is 
exemplary  training — there  has  not  been  a  focus  on  long-term  care 
of  the  chronic  mentally  ill  or  the  elderly  chronic  mentally  ill  in 
such  training.  We  have  learned  through  a  project  that  has  been 
funded  for  3  years  by  the  Pew  Foundation  that  when  you  target  the 
severely  mentally  ill  population  and  people  working  in  settings 
serving  this  population  and  use  university  experts  in  a  collabo- 
rative way,  you  can  produce  enormous  results.  In  just  3  years, 
some  300  people  have  been  trained,  30  new  experts  utilized,  and 
70  new  lines  funded  throughout  the  country.  Again,  the  VA  rep- 
resents a  national  system  that  could  pick  up  on  this  pilot  and  there 
is  a  national  office  here  in  Washington,  that  could  be  the  nidus  for 
a  whole  new  effort  within  the  VA. 

Therefore,  the  VA  can  do  a  good  deal  in  terms  of  clinical  care, 
in  terms  of  training  and  in  terms  of  research  on  the  severely  men- 
tally ill.  In  addition,  it  can  have  a  terribly  important  impact  on 
how  national  health  care  reform  addresses  this  population. 

Chairman  Rockefeller,  Good.  Thank  you,  very,  very  much,  all 
of  you. 

[The  prepared  statement  of  Dr.  Talbott  appears  on  p.  331.] 

Chairman  ROCKEFELLER.  I  don't  know  where  to  begin.  This  is  a 
basic  observation,  but  I  am  reminded  when  you  were  talking  about 
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long-term  care  and  geriatric  care  that  it  is  a  relatively  new  field. 
I  don't  know  how  old  it  is,  but  I  am  thinking  of  the  whole  question 
of  sleeplessness,  some  of  the  work  that  Dr.  Bill  Denet  has  done  on 
narcolepsy.  Nobody  was  paying  any  attention  to  that  7  or  8  or  10 
years  ago,  and  now  there  are  sleeo  disorder  clinics  all  over  the 
country.  It  is  amazing  the  way  we  do  things  in  this  country.  That 
wasn't  a  question;  that  was  a  comment.  You  already  want  to  make 
an  observation.  [Laughter.] 

Dr.  Kerschner.  Sir,  I  want  to  comment  on  something  Dr.  Lynn 
was  saying.  One  of  the  reasons  we're  all  worried  about  whether 
long-term  care  will  play  a  major  role  in  the  health  care  reform  is 
that  we  need  to  redefine  long-term  care.  Most  of  the  American  pub- 
lic when  asked,  "What  do  you  mean  by  long-term  care?"  will  tell 
you  it  is  older  women  lying  in  nursing  homes.  In  fact,  long-term 
care  includes  spinal  cord  injured  children,  AIDS  patients,  young 
adults,  veterans,  et  cetera.  We  need  to  convince  both  the  Congress 
and  the  American  public  that  long-term  care  covers  the  age  spec- 
trum. Then  I  think  you  begin  to  look  at  health  care  reform  very 
differently  as  opposed  to  just  looking  at  nursing  homes  or  at  the 
end  of  life. 

Chairman  Rockefeller.  Does  that  also  have  an  eflFect  on  medi- 
cal students  as  they  make  their  decisions  about  what  they  want  to 
specialize  in,  if  it  affects  just  a  post-65  population  as  opposed  to  an 
under-65  population? 

Dr.  Kerschner.  I  >think  certainly  it  does.  Dr.  Butler  obviously 
can  comment  on  that  as  well.  But  I  certainly  think  medical  stu- 
dents who  are  looking  at  the  long-term  care  system  want  to  look 
upon  it  as  exciting.  They  need  to  know  that  it  covers  the  whole  age 
spectrum  and  there  are  lots  of  things  going  on  in  long-term  care 
of  excitement  and  interest. 

Chairman  Rockefeller.  Let  me  ask  that  question  again.  You 
are  all  extraordinarily  well-trained  specialists  and  it  is  easy  to  be 
critical  of  medical  students  these  days  for  going  into  anesthesiology 
or  radiology  or  whatever,  because  the  reimbursement  is  higher,  and 
for  not  going  into  geriatric  care  or  becoming  family  physicians.  You 
said  you  took  a  25-percent  loss.  On  the  other  hand,  when  students 
do  go  to  medical  school  these  days,  they  tend  to  be  older  when  they 

fraduate,  they  tend  to  have  families  and  children,  they  tend  to 
ave  $80,000  to  $110,000  of  debt  just  to  the  medical  school,  much 
less  whatever  home  expenses  they  might  have. 

That  is,  as  you  define  it,  the  preeminent  problem  in  terms  of 
growth.  People  in  this  country  have  no  concept  of  how  fast  people 
are  aging,  and  the  consequences  of  that  for  health  care.  The  media 
doesn  t  help  at  all  because  they  are  looking  for  the  exciting  and  the 
so-called  technology  part  of  it.  It  happens  in  the  VA  because  you 
are  exposed  to  it  in  the  VA;  the  previous  panel  said  you  are  ex- 
posed to  it,  people  understand  it.  It  is  real,  it  is  not  something  that 
you  will  never  nave  to  touch  because  you  do  touch  it  and  you  are 
drawn  to  it.  What  do  we  have  to  do  to  cause  a  specialty  like  geri- 
atric care  or  geriatric  psychiatry  to  become  more  approachable  and 
to  get  more  people  in  it  as  they  make  their  medical  school  deci- 
sions? Don't  just  say  pav  more. 

Dr.  Butler.  I  come  from  the  only  medical  school  in  the  country 
that  actually  has  a  department  of  geriatrics,  which  I  think  is  as- 
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tounding  as  there  are  126  medical  schools  in  the  country.  I  also 
heard  you  say  earlier  that  HRSA  is  making  dramatic  reductions  in 
support  of  geriatrics  education.  That  is  rather  disturbing  given 
what  you  have  heard  already  today  about  the  growing  numbers 
and  proportions  of  older  persons.  And  also  I  think  we  can't  only 
think  about  medical  schools,  but  schools  of  nursing,  the  allied 
health  fields,  such  as  social  work.  All  of  these  become  part  of  that 
vital  team  which  makes  a  difference  in  the  care  of  older  people  and 
part  of  what  I  think  also  has  been  characteristic  of  the  VA  in  being 
able  to  provide  unusual  long-term  care. 

With  respect  to  medical  schools,  let  me  point  out  that  often  unin- 
tended results  come  about  from  what  appear  to  be  very  good  poli- 
cies. As  a  consequence  of  DRGrs,  for  instance,  we  now  have  an  aver- 
age length  of  stay  of  about  8  days  for  most  people  and  for  older 
people  who  have  serious  problems  perhaps  9  or  more  days.  When 
I  went  to  medical  school  we  had  a  much  better  chance  of  learning 
about  a  medical  condition,  we  got  to  know  the  patient,  we  got  to 
know  the  family.  Therefore,  today,  I  really  think  we  have  to  move 
to  a  multisite  medical  school.  I  realize  that  is  what  I  did  without 
quite  thinking  about  it  in  creating  my  department  because  every 
medical  student  has  to  have  an  opportunity  to  visit  a  hospice,  a 
healthy  elderly  program,  long-term  care  facility  or  a  low  vision  clin- 
ic for  older  people;  in  short,  a  variety  of  different  settings,  including 
the  patient's  home.  But  if  we  don't  do  that,  then  we  are  left  with 
a  student  who  is  only  exposed  briefly  to  the  most  acute  part  of  the 
illness  and  we  must  have  the  student  follow  the  patient  in  a  vari- 
ety of  different  settings. 

Hence,  one  of  the  points  I  would  like  to  make  is  the  need  for  us 
to  address  the  whole  question  of  creating  excitement  in  medical 
students  through  providing  them  with  role  models,  providing  them 
with  a  variety  of  settings,  and  also  in  fact  some  reimbursement  re- 
forms. We  tried  to  do  that  when  I  was  a  member  of  the  Physician 
Payment  Review  Commission.  We  are  trying  to  reduce  in  a  zero 
budget  or  budget  neutral  manner  the  payments  for  the  procedures 
in  the  specialties  by  providing  some  more  support  for  primary  care 
for  evaluation  and  for  management.  I  think  that  means  we  are 
going  to  have  to  have  codes  for  geriatric  assessment  and  for  care 
coordination.  We  are  going  to  have  to  have  an  intensity  payment, 
very  much  as  exists  in  Great  Britain.  That  is  to  say  when  you  have 
the  older  patient  80  and  above  with  complex,  multiple  problems,  it 
takes  much  longer  in  order  to  evaluate  that  patient.  In  our  setting, 
for  Medicaid  we  get  $9.50  for  the  initial  evaluation  of  a  complex 
geriatric  patient  which  takes  an  hour  and  a  half.  We  receive  $88 
from  Medicare  and  about  $120  on  average  from  the  other  third 
party  payers.  Well,  you  can  see  right  away  who  is  not  going  to  be 
attractive;  namely,  the  poor  and  the  older  patient.  At  Mount  Sinai, 
we  have  endowments  so  we  are  able  to  see  people  regardless  and 
we  don't  turn  anybody  away. 

But  we  do  need  to  face  the  absence  of  role  models,  the  locus  of 
training,  and  the  question  of  reimbursement  as  we  define  a  broader 
based  education  in  this  countn^. 

Chairman  Rockefeller.  When  I  said,  "don't  just  say  reimburse- 
ment," actually  that  was  malicious  flippancy,  because  that  is  ex- 
tremely important.  It  is  fashionable  in  the  world  that  I  come  from 
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to  attack  physicians  and  others.  Regarding  your  point,  too,  Dr.  But- 
ler, when  you  say  "physician"  you  really  are  talking  about  health 
care  providers,  the  whole  range,  and  that  is  a  common  mistake 
that  we  make  because  we're  usually  confronted  by  and  talking  to 
physicians,  but  that  is  not  always  the  case.  Through  the  Medicare 
GME  and  IME  payments,  we  put  about  $5.5  bilRon  a  year  into 
medical  schools.  In  other  words,  the  Federal  Government  has  an 
enormous  amount  of  leverage  as  to  what  takes  place  in  medical 
schools.  What  could  we  do,  lor  example,  with  the  leverage  that  we 
have,  given  the  resistance  and  the  nervousness  of  medical  schools? 

It  is  easy  to  say  we'll  just  do  this  and  we'll  say  more  people  have 
to  go  into  primary  care  and  do  this  and  that  with  RBS.  But  medical 
schools  are  very  strong.  They  are  struggling  like  everybody  else 
and  they  belong  to  the  American  Association  of  Universities,  those 
top  40  which  include  a  lot  of  those  medical  schools,  and  they  say 
give  us  time,  we'll  do  it,  but  give  us  time.  Now  what  do  we  do  in 
the  Federal  Grovemment  to  cause  more  students  to  shift  in  the  di- 
rection of  geriatrics  and  long-term  care?  Obviously,  the  country's 
future  depends  on  it. 

Dr.  Butler.  It  always  has  been  amazing  that  despite  the  fact 
that  the  graduate  medical  education  funds  derived  from  Medicare, 
which  was  passed  into  law  in  1965  to  serve  older  people  and  the 
disabled,  little  leverage  has  been  used  to  galvanize  the  develop- 
ment of  geriatrics.  There  are  several  things  tnat  could  be  done.  One 
could  be  a  reasonable  percentage  of  those  funds  being  made  avail- 
able specifically  to  develop  geriatrics  in  the  126  medical  schools, 
not  done  in  a  punitive  manner  that  undermines  what  has  been  ac- 
complished throujgh  graduate  medical  education  money  in  other 
fields  which  I  think  would  not  be  ultimately  constructive  for  the 
country  or  for  the  development  of  geriatrics,  but  some  percentage 
of  those  funds. 

Then,  to  have  incentive  payments.  Those  medical  schools  that 
were  to  create  teaching  nursing  homes,  that  is  special  relationships 
between  their  medical  school  and  long-term  care  institutions,  would 
receive  some  additional  payment.  Those  that  developed  health  pro- 
motion and  disease  prevention  clinics  for  older  persons  would  get 
some  additional  funds.  Those  that  developed  a  relationship  with 
hospice  or  hospice  practices.  We  don't  necessarily  need  to  have  a 
new  "edifice  complex"  with  a  brand  new  set  of  buildings  called 
'Tiospices"  but  we  should  certainly  provide  the  concepts  and  the 
practices  of  addressing  the  problems  of  terminally  ill  people.  So  I 
think  some  kind  of  a  core  payment  plus  an  incentive  system  would 
help  bring  about  genuine  changes  in  the  medical  school  so  that 
every  medical  student  would  have  those  experiences  and,  by  exten- 
sion, nursing  schools  eventually  and  the  other  provider  schools  as 
well. 

Chairman  Rockefeller.  I  am  getting  away  a  bit  from  the  VA 
health  care  system,  but  I  want  to  pursue  this  for  a  moment.  Within 
the  medical  school  context  that  you  all  see  this  within,  what  do  you 
think  that  the  Federal  Government  is  in  fact  trying  to  do  through 
IME  and  GME,  and  what  it  is  trying  to  do  through  RBRVS? 

Dr.  Lynn.  The  graduate  medical  education  funding  is  right  now 
a  major  complication  in  moving  to  the  kind  of  system  that  Dr.  But- 
ler outlines.  The  payment  is  not  actually  to  medical  schools,  it  is 
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to  hospitals  and,  in  fact,  service  outside  of  a  hospital  and  outside 
of  a  hospital  setting  counts  against  your  reimbursement.  So  it 
serves  to  ensure  that  graduate  medical  education  stays  rooted 
strongest  in  the  place  where  it  should  be  least,  and  that  is  in  the 
acute  care  hospital. 

A  very  simple  thing,  it  seems,  would  be  to  have  graduate  medical 
education  funding  at  least  not  be  penalized  when  people  learn  to 
treat  patients  in  multiple  settings,  as  is  now  the  case.  That,  it 
seems,  would  be  a  very  straightwrward  thing.  But  then  the  pay- 
ment can't  just  go  to  hospitals  and  can't  just  be  limited  to  being 
within  their  own  facilities.  It  has  to  be  possible  for  me  to  have  resi- 
dents go  to  a  nursing  home  and  spend  a  day  there  every  week  for 
2  years  and  not  have  the  institution  that  hired  them  lose  a  quarter 
of  their  graduate  medical  education  funding.  So  right  now  the  in- 
centives are  perverse. 

Chairman  ROCKEFELLER.  As  well  as  technologically-based,  are 
they  not? 

Dr.  Lynn.  Yes.  On  the  fee  for  service  basis 

Chairman  Rockefeller.  That  follows  from  what  you  said. 

Dr.  Lynn.  The  Graduate  Medical  Education  funding  is  separate, 
it  is  a  sort  of  capitation  on  a  "per  head"  basis.  The  fee  for  service 
is,  of  course,  coming  under  Relative  Value  Scale  and  presumably 
will,  if  we  maintain  our  will  to  do  it  long  enough,  eventually  end 
up  being  a  somewhat  more  reasonable  scaling  so  that  one  doesn't 
have  to  have  performed  a  procedure  in  order  to  be  able  to  pay  the 
overhead. 

In  the  State  that  I  have  now  adopted,  in  New  Hampshire,  we  are 
losing  on  the  whole — I  think — about  one  general  practitioner  a 
month  and  this  is  a  small  State.  These  are  people  who  just  cannot 
pay  the  bills.  It  isn't  that  they  hate  their  practices  Rather,  the 
overhead  is  so  substantial  now  that  they  cannot  break  even.  I  prac- 
ticed here  in  Washington  for  a  long  time.  As  of  a  year  ago,  we  got 
paid  $28  for  an  emergency  at-home  visit  by  a  doctor.  A  chest  x  ray 
got  paid  $70  for  the  transportation  of  the  equipment  plus  the  fee 
for  the  x-ray  machine  and  for  the  radiologist.  The  x-ray  reimburse- 
ment was  $160.  The  doctor  who  was  there  to  kind  of  manage  the 
whole  thing  was  certainly  taking  it  on  the  chin  because  you  can't 
do  an  emergency  home  visit  in  the  amount  of  time  that  your  ex- 
penses run  to  $28.  Office  expenses  and  malpractice  and  other  over- 
head continue  even  when  you  are  out  there  in  the  home.  The  Rel- 
ative Value  Scale  ought  to,  over  time,  come  to  fix  that. 

I  was  glad  to  see  that  the  Relative  Value  Scale  adjustment  for 
nursing  homes  at  least  has  gotten  them  back  into  the  range.  Ini- 
tially published,  the  nursing  home  rates  were  outrageous.  It  im- 
plied that  all  we  did  in  nursing  homes  was  applying  Band-Aids. 
The  scales  were  far  below  even  office  visits,  whereas  we  take  care 
of  the  sickest  people  in  the  Nation  in  institutional  long-term  care. 

So  I  think  tne  leverage  that  you  have  available  with  Graduate 
Medical  Education  and  Relative  Value  Scales  is  important  and 
needs  to  be  used.  At  the  present  time,  the  muscle  is  only  partly 
flexed. 

Let  me  take  this  chance  to  say  one  other  thing  though  about  the 
image  and  the  role  models  that  Bob  has  mentioned.  In  this  very 
hearing,  half  a  dozen  times  people  have  used  institutional  long- 
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term  care  as  an  obvious  scapegoat.  The  implication  is  that,  of 
course,  caregivers  aren't  going  to  be  inspired  with  long-term  care 
institutions.  I'll  use  Paul  because  I  know  he  could  stand  up  to  any- 
thing. He  said  that,  of  course  people  aren't  going  to  be  inspired  in 
taking  care  of  old  ladies  sitting  in  nursing  homes.  Instead,  we  have 
to  note  that  long-term  care  involves  all  kinds  of  people  and  all 
kinds  of  settings.  I  disagree.  We  really  aren't  going  to  fix  the  sys- 
tem if  we  can't  take  very  good  care  of  "old  ladies  in  nursing  homes" 
and  find  it  rewarding.  I  do.  I  love  taking  care  of  old  ladies  or  old 
veterans  in  institutional  long-term  care  when  that  is  the  best  op- 
tion for  them,  when  that  is  where  they  can  live  best,  when  that  is 
where  they  can  die  best.  That  care  has  to  become  something  that 
is  socially  valued. 

Right  now,  institutional  long-term  care  reimbursement  is  set  by 
Medicaid  funding.  Medicaid  funding  is  set  by  scandal.  There  is  no 
affirmative  way  to  say  what  a  State  ought  to  be  paying  for  institu- 
tional long-term  care.  So  every  dominant  State,  New  York  is  usu- 
ally the  lead  but  it  might  be  California  and  it  might  be  any  other 
large  State,  will  finally  let  their  Medicaid  funding  sink  below  the 
level  of  which  the  usual  nursing  home  can  provide  minimally  de- 
cent care  for  the  usual  resident.  Then  there  is  a  round  of  scandal 
and  all  sorts  of  heads  roll  and  people  get  fired  and  there  are  State 
commissions — and  the  Medicaid  rate  goes  up  20  percent  that  year. 
So  then  we're  OK  for  7  more  years,  depending  on  the  inflation  rate, 
but  every  year  the  Medicaid  rate  is  the  thing  that  gets  cut.  So 
eventually  it  again  becomes  impossible  to  provide  minimally  decent 
care  for  the  usual  patient. 

I  am  more  concerned  about  the  pay  scales  for  the  aide  than  for 
the  doctor.  Yes,  I  could  talk  a  long  time  about  how  badly  nursing 
home  doctors  get  paid,  but  the  aides  and  LPNs  around  the  nursing 
home  have  no  futures.  The  competition  in  Washington,  at  least  for 
aides,  is  McDonalds.  When  McDonalds  raises  their  pay  25  cents, 
nursing  home  pay  rates  better  go  up  25  cents  or  all  the  best  aides 
leave.  You  can't  run  a  system  of  care  in  which  people  have  no  lad- 
der for  career,  no  opportunity  for  improvement.  Then  they  encoun- 
ter the  dreaded  and  commonplace  question  that  I  often  get  and 
that  I  have  heard  my  colleague  nurses  get,  "But  you  are  a  good 
doctor,  why  do  you  work  in  a  nursing  home?  You  are  a  good  nurse, 
why  do  you  work  in  a  nursing  home? 

Half  of  us  women  are  going  to  end  up  there  unless  we  change 
things  dramatically  and  about  one-third  of  you  men.  We  may  as 
well  make  them  good.  If  we  can't  make  them  good,  then  I  don't 
want  to  put  the  icing  and  the  flowers  on  to  pretend  that  it  is 
enough  to  take  care  of  the  20  year  old  who  unfortunately  had  an 
auto  accident.  The  majority  of  long-term  care  needs  are  going  to  be 
in  the  very  old  and  the  majority  of  those  are  going  to  be  very  old 
people  who  are  going  to  get  sicker  and  die.  We  had  better  get  good 
at  taking  care  of  them  and  good  as  a  society  at  making  it  possible 
for  those  who  serve  them  to  have  self-respect.  It  must  not  be  an 
easy  "throw-away  line"  to  say,  "Oh,  anything  but  nursing  homes." 
It  is  not  "anything  but  nursing  homes;  they  may  as  well  be  good, 
many  of  us  will  live  there. 

Chairman  Rockefeller.  That  is  extremely  well  put. 
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Dr.  Kerschner.  Senator,  can  I  defend  my  view  of  older  women? 
[Laughter.] 

Dr.  Lynn.  I  knew  you  could. 

Chairman  ROCKEFELLER.  Yes,  Paul. 

Dr.  Kerschner.  I  absolutely  agree  with  Dr.  Lynn.  One  of  the  is- 
sues is,  and  your  lunch  partner  today  is  a  good  example  of  this,  for 
one  of  the  things  Mr.  Perot  said  to  us  is  we  need  to  hold  national 
debates.  One  of  the  debates  we  have  to  hold  is  what  do  we  mean 
by  health  care  outcomes.  What  do  we  mean  by  an  outcome  of  long- 
term  care?  What  do  we  mean  by  survival  and  cure,  and  withdrawal 
of  treatment  and  right  to  die,  and  death  with  dignity?  What  do  we 
mean  by  all  of  that?  We  are  not  going  to  cure  a  lot  of  these  people. 
We  may  only  be  maintaining  them  and  keeping  them  warm  and 
keeping  them  dry  and  keeping  them  relatively  comfortable.  That's 
an  outcome  and  maybe  that's  all  right.  But  we  need  to  say  that  as 
a  society,  which  we  haven't. 

Regardless  of  where  any  of  us  stand  on  abortions,  it  is  clear  that 
it  has  been  taken  out  of  our  hands;  it  is  now  in  the  courts  and  the 
legislatures.  I  don't  want  the  end  of  life  issues  taken  out  of  the 
hands  as  well.  We  need  to  debate  these  issues  with  our  rabbis,  our 
ministers,  our  lawyers,  our  physicians,  our  family  members,  who- 
ever. 

Chairman  Rockefeller.  Yes,  Dr.  Talbott. 

Dr.  Talbott.  I  think  reimbursement  is  an  important  issue  but 
I  would  like  to  come  back  to  your  basic  question  which  was,  how 
do  we  get  people  involved  in  the  field?  I  think  there  are  two  things 
that  we  have  learned.  One  is,  that  if  you  train  people  and  expose 
them  to  the  best,  whether  it  is  the  best  nursing  home  or  the  best 
alternative  care  system,  they  stick  where  they  are  exposed.  If  they 
are  not  exposed,  they  don't  continue  to  work  in  such  settings.  So 
programs  that  expose  students  to  home  visits  as  simple  as  they 
are,  have  a  tremendous  impact.  If  eveiy  medical  student  does  a 
home  visit  to  a  geriatric  patient,  they  will  feel  comfortable  and  they 
will  do  them  henceforth. 

The  final  thing  does  have  to  do  with  reimbursement.  You  would 
be  surprised  at  the  leverage  that  programs  that  the  Federal  Gov- 
ernment initiates  have.  If  you  fund  a  community  mental  health 
center  model,  suddenly  you  find  communities  that  are  never  going 
to  be  funded  by  that  model  adopting  it.  A  little  PTSD  money  in  the 
VA  system  produces  enormous  change  in  programming.  So  you  can 
really  have  an  enormous  impact  with  very  little. 

Chairman  Rockefeller.  One  classic  point  on  that  is  our  State 
of  West  Virginia,  where  we  have  three  medical  schools,  none  of 
whom  were  in  a  sense  able  to  retain  medical  students — ^the  osteo- 
pathic school  in  Lewisburg  actually  was  doing  the  best — to  go  into 
our  most  rural  areas  to  stay  and  to  serve.  Along  comes  the  Kellogg 
Foundation  and  says,  OK,  West  Virginia,  you  get  your  three  medi- 
cal schools  together  and  in  a  sense  we  will  bribe  you.  You  can't  do 
it  on  your  own  so  we're  a  foundation,  we'll  give  you  x  amount  of 
money  if  you'll  match  it,  you,  the  State  legislature  in  West  Vir- 
ginia; and  then  you  take  all  the  students  at  your  three  medical 
schools,  and  require  that  a  portion  of  each  of  their  medical  school 
years  be  spent  in  rural  areas  at  rural  health  clinics. 
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The  teaching  is  done  out  there,  the  medical  school  students  do 
their  learning  out  there,  and  they  do  exactly  what  you  said.  They 
are  touched  by  what  they  see  and  they  react  to  it.  These  are  people 
in  their  mid-20s  or  above  that.  Exactly  the  same  thing  happens  to 
them  as  happened  to  me,  for  example,  at  the  age  of  25  or  26  when 
I  went  to  West  Virginia  as  a  VISTA  worker.  You  see  something 
which  seems  to  be  of  large  importance,  which  is  being  ignored  and 
which  has  enormous  potential — and  this  is  your  point.  Older  people 
getting  older  and  all  the  problems  associated  with  that,  that  be- 
comes something  that  you  can  help  with,  you  see  other  people 
aren't  doin^  it,  and  you  are  energized  by  that.  It  really  is  not  ter- 
ribly complicated,  but  it  took  Kellogg  to  do  that  to  us  in  West  Vir- 
ginia. 

Dr.  Butler. 

Dr.  Butler.  A  possible  practical  idea,  the  prudent  use  of  re- 
sources it  seems  to  me  might  require  us  to  have  a  Federal  geri- 
atrics initiative  led  by  Congress  in  which  both  the  resources  of  the 
VA  and  the  GME  are  combined  in  some  constructive  way  and  in- 
stead of  funds  going  only  to  hospital  directors — I  hope  there  are 
none  in  the  room  that  will  catch  me  on  the  way  out — maybe  the 
funds  should  go  to  a  council  of  the  dean,  which  by  Federal  require- 
ment or  guideline,  would  have  a  hospital  director,  a  VA  or  other 
hospital  director,  a  long-term  care  institute  director,  a  hospice  di- 
rector, and  other  leaders  from  a  variety  of  the  different  sites  that 
we  firmly  believe  in,  to  make  certain  the  funds  are  used  wisely  and 
to  build  a  consensus  for  medical  school  curricula.  So  it  seems  to  me 
that  combining  the  resources  of  the  VA  and  the  Medicare  GME  in 
a  constructive  manner  with  some  guidance  from  the  Federal  Gov- 
ernment would  help  us  move  in  a  direction  that  speaks  to  the  21st 
century  when,  as  Dr.  Lynn  points  out,  we  are  going  to  have  a  veiy, 
very  different  set  of  diseases,  which  we  already  do,  and  a  very  dif- 
ferent population. 

Just  a  last  point  as  to  my  uneasiness  about  what  could  happen 
to  what  little  has  been  created  in  academic  geriatrics  in  the  United 
States  both  within  the  VA  and  without.  If  in  the  appropriate  eflForts 
of  moving  us  toward  an  emphasis  upon  primary  care,  geriatrics 
gets  identified  as  only  another  specialty  and  there  are  constraints 
on  the  further  support  of  specialties,  we  may  see  what  little  has 
been  created  lost.  So  I  would  like  to  point  out  that  there  is  a  dis- 
tinction between  practice  geriatrics  and  academic  geriatrics.  That 
is  we  ultimately  need  to  have  in  every  one  of  the  126  medical 
schools  a  hard  core  group  of  outstanding  leaders  who  are  the  re- 
searchers, the  innovators,  the  teachers  to  make  certain  that  we 
mainstream  knowledge  about  aging  throughout  the  entire  medical 
school  curriculum  and  residency  programs  so  that  everyone,  re- 
gardless of  whether  they  enter  primary  care  of  specialty  medicine, 
can  have  an  appropriate  experience  with  the  21st  century  phe- 
nomenon; namely,  the  mass  production  of  long-term  care  needs. 

Chairman  Rockefeller.  Let  me  ask  you  to  close  by  answering 
this  question,  which  is  straight  propaganda,  and  that  is  to  say,  why 
does  the  research  component  of  VA  need  to  be  continued  rather 
than  deleted,  and  why  is  it  doing  good  work  for  long-term  care  and 
geriatrics  in  general. 

Yes,  Paul. 
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Dr.  Kerschner.  Let  me  go  back  to  two  administrations  ago  when 
some  of  us  used  to  say  that  data  is  not  the  plural  of  anecdote.  What 
we  are  going  to  do  in  long-term  care  needs  to  be  firmly  anchored 
in  good  research  data.  The  VA  has  that;  we  know  a  lot,  we  know 
what  goes  on  in  teaching  nursing  homes,  we  know  what  goes  on 
in  home-based  care.  That  data  tnen  needs  to  be  translated  into 
public  policy.  To  cut  that  research  I  think  would  be  very  short- 
sighted and  I  think  all  my  colleagues  would  agree  that  is  what  is 
going  to  make  the  difference  in  the  lives  of  long-term  care  patients 
and  residents  from  now  on  is  how  we  translate  that  data  into  prac- 
tice and  into  public  policy.  I  am  hoping  that  is  what  we  will  see 
over  the  next  couple  of  years. 

Chairman  Rockefeller.  Dr.  Lynn.  I  don't  mean  to  trap  you  on 
this  but  I  do  want  this  on  the  record. 

Dr.  Lynn.  Ill  take  what  I  suppose  is  the  ultimately  arrogant  re- 
sponse of  saying  that  it  is  silly  to  talk  about  whether  it  should  be 
cut  or  restored;  it  should  be  improved,  it  should  be  enhanced.  If  you 
look  at  the  yield  of  the  investment  in  VA  research  and  its  impact 
upon  retaining  excellent  personnel  within  the  VA,  of  keeping  the 
VA  from  being  a  marginalized  second-rate  Government  run  system, 
of  its  direct  impact  of  having  been  able  to  organize  large, 
multicenter  trials  in  an  efficient  fashion  even  on  typical  biomedical 
issues,  and  its  recent  emphasis  on  health  services  research  which 
has  far  outstripped  anything  NIH  has  even  thought  about,  you 
would  say  that  the  VA  is  far  and  away  the  best  current  investment 
to  enhance  dollars.  The  yield  on  that  is  likely  to  be  very  substan- 
tial. Were  it  to  be  gutted  instead,  one  would  expect  that,  over  some 
fairlv  short  period  of  time,  the  character  of  VA  service  delivery 
would  change  and  we  would  have  lost  the  opportunity  for  some 
kinds  of  understanding  that  we  are  only  ever  going  to  get  through 
theVA. 

In  the  last  panel,  people  mentioned  the  study  of  day  hospitals 
and  the  study  of  hospital-based  home  care.  Those  kinds  of  studies 
cannot  be  done  in  the  private  sector  right  now.  You  have  much  too 
strong  a  bias  as  to  who  gets  into  the  programs  and  who  gets  re- 
ferrea  for  study.  Only  in  tne  VA  can  we  say  that  we  have  15  places 
that  have  them  and  15  that  don't,  we're  going  to  match  them  up 
and  see  what  is  accomplished.  There  is  no  other  system  big  enough 
and  national  enough  to  do  that.  Now  interpreting  information  from 
the  VA  of  course  has  a  problem.  Everybody  was  healthy  at  age  20 
and  they  are  almost  all  men,  so  generalizing  it  to  the  population 
takes  a  few  jumps.  Still,  it  is  the  best  quick,  efficient  way  of  getting 
that  kind  of  understanding.  It  would  be  silly  to  undo  it  now  that 
we  have  got  it  up  and  running. 

Dr.  Talbott.  I  would  agree  with  that.  I  would  pick  out  one  thing 
though,  that  is  the  multiinstitutional  capacity  that  the  VA  has. 
Some  of  the  best  studies  dealing  with  long-term  mental  illness 
have  been  done  in  the  VA  because  of  its  ability  to  compare  10  insti- 
tutions whether  you  are  talking  about  the  impact  of  a  biological 
agent,  such  as  a  medication  or  a  psychosocial  intervention,  like  a 
day  hospital.  With  10  different  VAs,  you  can  truly  see  what  they 
do,  and  then  see  how  the  differences  bring  about  different  out- 
comes. 

Second,  I  think 
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Chairman  Rockefeller.  You  mean  that  can  be  done  more  effi- 
ciently within  the  VA  system?  Obviously,  if  you  have  seen  one  VA 
hospital,  you  have  seen  one  VA  hospital. 

Dr.  Talbott.  That's  exactly  the  point.  When  the  VA  looked  at 
different  day  hospitals,  it  found  that  they  had  different  staffing  and 
different  programs.  You  could  then  take  10  different  VAs  and  try 
to  tease  out  what  made  the  difference.  To  put  that  then  into  a  na- 
tional template  is  forcing  the  issue  too  much  because  local  cir- 
cumstances, the  population,  the  epidemiology,  £md  the  staffing 
have  to  all  be  taken  into  consideration.  But  at  least  you  have  a 
comparison  that  is  naturalistic  and  it  allows  you  to  tease  out  these 
important  differences. 

Second,  is  the  issue  that  was  brought  up  in  the  earlier  panel. 
The  enhancement  of  attraction  of  good  scientists  who  are  good  cli- 
nicians is  better  in  the  VA.  That  has  a  direct  impact  on  patient 
care.  Again,  I  speak  as  a  Vietnam  veteran  and  Vietnam  veterans 
get  better  care  because  the  physicians  who  take  care  of  them  are 
university  trained,  are  university  connected,  and  have  research  in- 
terests. 

And  finally,  I  think  that  because  the  VA  is  a  single  payer  system 
it  is  in  the  unique  position  to  look  at  cost  data.  A  lot  of  the  DRG 
work  that  has  been  mentioned  here  today  was  done  in  the  VA,  at 
the  West  Haven  VA  and  elsewhere.  So,  again,  I  think  a  part  of  the 
national  health  care  debate  can  occur  by  using  what  the  VA  has. 

Chairman  Rockefeller.  Thank  you,  sir. 

Dr.  Butler.  I  think  because  the  VA  is  so  unusual  in  its  integra- 
tive character  and  has  a  continuing  body  of  patients  that  it  follows 
it  simply  has  to  be  capitalized  upon  for  many  of  the  reasons  al- 
ready mentioned — in  order  to  better  understand  what  a  global  sin- 
gle payer  system  does  and  how  it  works;  outcomes  research,  that 
is  to  determine  the  appropriateness,  effectiveness,  and  cost-effec- 
tiveness of  particular  procedures  or  services  we  render;  clinical 
trials,  basic  research  from  dementia  to  depression,  even  the  basic 
biology  of  aging;  and  I  am  afraid  as  we  look  down  the  pike  probably 
an  increasing  number  of  vetergms  with  AIDS,  and  we  need  to  bet- 
ter understand  the  research  opportunities  that  provides.  I  think 
that  translates  into  our  needing  to  reevaluate  the  possibility  of  in- 
creased funding,  not  just  stabilizing  what  already  is  but  increased 
funding,  for  GRECCs  and  perhaps  even  an  increased  number  of 
GRECCs,  and  additional  funds  for  research  in  general.  But  I  would 
say,  as  I  said  earlier,  that  I  think  VA  research  should  be  coordi- 
nated with  NIH  and  with  the  private  sector  because  if  we  could 
more  prudently  organize  our  resources,  I  think  we  could  get  a  great 
deal  more  of  the  investments  we  make. 

Chairman  Rockefeller.  Thank  you  all  incredibly  much.  This 
has  been  a  morning  that  should  have  gone  on  forever.  And  I  forgive 
the  three  of  you  \mo  were  not  bom  in  West  Virginia.  [Laughter.] 

So  with  that,  this  hearing  is  adjourned. 

[Whereupon,  at  12:38  p.m.,  the  Committee  was  adjourned,  to  re- 
convene at  the  call  of  the  Chair.] 
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PREPARED  STATEMENT  OF  SENATOR  FRANK  H.  MURKOWSKI 

Thank  you,  Mr.  Chairman.  Welcome  to  this  hearing,  the  first  of  a  series  of  hetir- 
ings  by  this  Committee,  designed  to  explore  how  major  reforms  of  the  American 
health-care  system  may  affect  or  even  alter — as  we  have  come  to  know  it  over  the 
years — the  health-care  system  of  the  Department  of  Veterans  Affairs. 

Before  delving  into  the  substance  of  my  statement,  I  want  to  take  a  moment  to 
recognize  and  applaud  our  Chairman,  Jay  Rockefeller.  Earlier  this  week,  the  Veter- 
ans of  Foreign  Wars  of  the  United  States  honored  Jay  with  that  formidable  organi- 
zation's highest  award  to  a  Member  of  Congress.  Jay  was  the  honored  guest  and 
keynote  spesiker  at  VFW's  Annual  Dinner — the  highlight  of  VFW's  yearly  meeting 
in  the  Nation's  capital.  My  entire  Committee  stafT  was  in  attendance  and  brought 
back  glowing  reports  to  me. 

What  VFW  saw  is  your  heartfelt  dedication  to  the  cause  of  veterans — a  dedication 
that  I  and  other  members  of  this  Committee  and  of  the  Senate  have  observed  in 
your  years  of  service  here.  As  VFW  honored  you  this  week  as  their  favorite  son,  I 
know  that  I  speak  for  all  members  on  this  side  of  the  aisle — and  I  hope  for  all  mem- 
bers of  this  Committee — in  sajring  that  we  honor  you  as  well. 

1  want  to  thank  Ed  Scott,  the  Committee's  outgoing  chief  counsel,  for  his  fine 
service  to  America's  veterans  and  to  the  Members  of  tms  Committee.  I  want  Ed  to 
know  that  I  and  other  members  of  the  Minority  wish  him  well  in  whatever  direction 
his  many  talents  and  skills  take  him.  On  the  Committee  Minority  staff,  I  also  recog- 
nize Cobn  Rosenberg,  who  is  leaving  the  Committee  today.  I  wish  Colin  well. 

I  also  want  to  welcome  aboard  our  new  Committee  Chief  Counsel  and  Staff  Direc- 
tor, Jim  Gottlieb.  I  look  forward  to  working  with  him.  Jay.  I  think  that,  in  selecting 
Jim  for  this  key  role,  you  have  made  a  fine  choice,  and  I  believe  that  my  staff  will 
find  working  with  Jim  a  continuing  pleasure.  Jim  Gottlieb  has  a  tough  act  to  follow, 
but,  based  on  his  background  in  the  House  Government  Operations  Committee,  I 
believe  he  is  up  to  the  joD. 

Secretary  Jesse  Brown  is  not  attending  this  hearing,  but  I  hope  VA  representa- 
tives in  attendance  today  will  pass  on  my  personal  thanks  to  him  for  his  decision 
to  retain  Dr.  Jim  Holsinger  as  VA  Under  Secretary  for  Health  until  VA's  search 
conunission  has  done  its  work — a  period  of  several  months.  Continuity  is  important 
in  health  care,  and  Dr.  Holsinger's  retention  during  this  period  goes  a  long  way  to 

Sromote  stability  in  the  headquarters  of  the  VA  health-care  system.  I  believe  that 
esse  has  taken  the  proper  course  in  respect  to  this  matter,  and  I  commend  him 
for  his  decision. 

Now  back  to  business.  I  want  to  welcome  our  witnesses  this  morning.  This  is  an 
important  hearing,  and  for  veterans,  VA  and  for  those  who  support  them,  a  crucial 
tooic:  national  health-care  reform. 

Mr.  Chairman,  health  reform  is  on  our  radar  screens,  and  all  of  us  can  see  it  com- 
ing. Many  people  believe  the  time  is  ripe  and  that  the  American  people  are  ready. 
Major  associations,  including  the  American  College  of  Physicians,  Health  Insurance 
Association  of  America,  AMA,  AHA,  and  many  others,  have  endorsed  reforms. 

Why  is  this  our  moment?  Health-care  costs  are  out  of  control  and,  frankly,  out- 
rageous. Access  to  adequate,  even  decent,  care  is  slipping  out  of  many  people's 
grasp.  The  number  of  malpractice  suits  is  increasing  and  the  awards  from  these 
suits  are  often  breathtaking.  Malpractice  insurance  premiums  are  becoming 
unaffordable  for  obstetricians,  anesthesiologists,  neurosurgeons,  and  even  for  some 
nurses.  In  my  state  of  Alaska  and  many  others,  rural  and  remote  areas  have  no 
health  care  provider  of  any  kind  for  hundreds  of  miles,  while  some  big  cities  have 
too  many  health  care  professionals  for  the  populations  they  serve.  Hospitals  are 
under-utilized,  and  over  2,500  of  them  have  closed  their  doors  in  recent  years.  Mr. 
Chairman,  it's  a  mess  out  there,  and  it  seems  to  be  getting  worse. 
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Mr.  Chairman,  let  me  turn  to  the  VA.  The  VA  health-care  system  has  been  a  won- 
derful asset  for  veterans.  Each  year  on  average,  2.5  million  veterans  are  patients 
in  the  VA  system.  It  stands  ready  to  care  for  them  and  to  meet  their  needs. 

VA  offers  a  wide  array  of  health-care  services,  covering  everything  imaginable, 
from  chronic  psychiatric  care  to  orvan  transplantation.  It  provides  inpatient  hospital 
services  and  outpatient  dialysis.  VA  offers  good,  basic  primary  care  and  full  dental 
service.  It  operates  domicilaries  for  the  homeless  and  oners  storefront,  "Vet  Center^ 
counseling  to  veterans  in  need.  It  provides  eyeglasses  and  does  lens  transplants.  In 
fact,  virtually  everything  that  we  describe  as  health  care  is  offered  by  the  VA. 

VA  has  otner  attributes  as  well.  VA  research  tmd  development  is  world  class — 
good  enough  in  fact  to  attract  over  $200  million  each  year  in  competitive  grants 
from  the  National  Institutes  of  Health.  VA  researchers  solved  the  riddle  of  tuber- 
culosis, developed  hemodialvsis,  and  pioneered  treatments  for  schizophrenia  that 
are  in  wide  use  today.  VA  leads  the  world  in  rehabilitating  blinded  veterans  and 
those  with  spinal  cord  injuries,  not  to  mention  VA's  educational  programs — pro- 
grams that  help  produce  an  abundance  of  American-trained  physicians,  nurses  and 
other  health  professionals  and  technicians. 

Truly  the  VA  is  a  national  treasure  and  a  microcosm  of  the  American  health-care 
system.  Perhaps  this  is  why  we  have  heard  for  years  that  the  VA  is  a  potential  "liv- 
ing laboratory*^  for  changes  to  the  larger  health-care  system.  However,  this  is  not 
to  suggest  that  VA  is  without  problems  and  challenges.  VA  and  this  Committee 
have  struggled  to  keep  pace  with  the  rising  price  of  labor  in  VA  health  care,  as  well 
as  the  cost  of  health-care  supplies  and  equipment.  For  example,  as  you  well  recall, 
Mr.  Chairman,  last  year  four  of  us  on  this  Committee,  along  with  our  House  coun- 
terparts, fashioned  compromise  legislation  that  achieved  reduced  pricing  for  pre- 
scription drugs  used  in  tne  VA  system. 

Together,  we  fixed  the  VA  drug-pricing  problem  but  there  are  many  more  chal- 
lenges. For  example,  VA  has  experienced  mfficulty  in  keeping  good  healthy  profes- 
sionals from  being  recruited  away  by  more  attractive  salaries,  and  the  system  has, 
at  times,  had  to  fight  with  its  own  politicfd  leadership  to  achieve  the  resources  it 
needs  to  do  its  job  well. 

The  rising  Federal  deficit  has  placed  inordinate  pressure  on  the  VA  health-care 
system;  as  a  consequence,  resources  are  tight.  But  I  think  that  I  am  correct  in  sug- 
gesting that,  amid  all  these  challenges,  the  VA  is  doing  a  decent  job  of  meeting 
health-care  needs  of  2.5  million  veterans. 

This  brings  me  to  today's  hearing.  In  1991,  I  asked  the  General  Accounting  Office 
to  consider  now  VA  would  function  within  a  so-called  "universal  access"  or  "national 
health  insurance"  system.  Last  fall,  GAO  submitted  its  report.  I  would  recommend 
it  to  you,  Mr.  Chairman,  and  to  everyone  else  interested  in  health-care  reform.  In 
a  straightforward  analysis,  GAO  said  that  up  to  one-half  of  VA  hospital  inpatients 
would  choose  a  universal  provider,  not  the  VA.  Let  me  say  it  again — one  of  every 
two  patients  in  VA  hospitals  would  go  elsewhere  with  advent  of  a  U.S.  national 
healtn-care  system. 

The  Paralyzed  Veterans  of  America  sponsored  a  study  in  1991  called  "Strategy 
2000."  That  study  concluded  that  perhaps  a  quarter  of  VA's  inpatient  care  would 
shift  to  universal  coverage.  VA  criticized  GAO's  report  as  flawed,  and,  to  my  knowl- 
edge,  VA  has  not  commented  on  the  PVA  effort.  Nevertheless,  two  recent  studies 
of  record  suggest  that  VA  will  undergo  changes  if  the  nation  adopts  a  universal  ap- 
proach to  health  care  for  all  its  citizens.  It's  too  early  to  foretell  what  changes  may 
occur,  but  certainly,  change  is  in  the  wind  for  VA  health  care. 

In  conclusion,  Mr.  Chairman,  I  look  forward  to  hearing  from  our  witnesses  today. 
I  hope  that  their  unique  perspective  on  quality  management,  education,  and  rural 
health  can  shed  some  light  on  potential  new  directions  for  the  VA  health-care  sys' 
tem  in  an  era  of  general  health  reform. 

PREPARED  STATEMENT  OF  SENATOR  JAMES  M.  JEFFORDS 

Mr.  Chairman,  thank  you  for  calling  this  hearing  today.  I  am  particularly  pleased 
that  one  of  the  topics  being  discussed  is  the  role  of  the  VA  in  any  future  health  care 
reform  plan. 

The  vA  could  and,  in  fact,  must  pl^  an  integral  part  in  working  toward  any  com- 
prehensive health  care  reform  plan.  However,  the  special  needs  and  care  of  veterans 
must  be  considered  when  evaluating  any  reform  plan.  All  veterans  must  receive  ac- 
cess to  a  comprehensive  set  of  health  care  services  as  well  as  high  quality  care. 

I  have  developed  my  own  health  care  reform  plan,  MediCORE,  which  recognizes 
and  maintains  the  independent  responsibility  of  the  Department  of  Veterans  Affairs. 
A  study  will  be  conducted  by  the  Federal  MediCORE  Board  to  identify  opportunities 
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for  entering  into  sharing  agreements  with  the  VA  in  order  to  optimize  the  use  of 
medical  and  mental  hedth  facilities  in  the  U.S.  The  study  would  further  consider 
the  feasibility  and  desirability  of  permitting  the  VA  to  enter  into  agreements  to  pro- 
vide care  to  veterans.  The  goal  of  MediCORE  is  to  maximize  the  use  of  currently 
under-utilized  VA  facilities.  Those  facilities  with  additional  capacity  should  be  able 
to  provide  cost-eflective  primary  health  care  for  non-service  connected  illnesses  at 
no  additional  cost  and  perhaps  even  modest  savings  for  the  federal  government. 
There  is  tiie  possibility  of  opening  up  the  facilities  to  dependents  of  veterans  to  en- 
sure maximum  utilization. 

Again,  I  appreciate  having  this  opportunity  to  hear  the  testimony  on  this  impor- 
tant topic  from  the  distinguished  panel. 

PREPARED  STATEMENT  OF  SENATOR  ALAN  K.  SIMPSON 

Mr.  Chairman,  I  wish  to  thank  you  for  calling  this  hearing  today  regarding  the 
present  and  future  role  of  the  Department  of  Veterans  Affairs  in  our  national  health 
care  system. 

I  welcome  the  panel  of  witnesses  who  are  all  experts  in  the  medical  field  and  who 
all  have  bountiful  knowledge  regarding  the  VA  health  care  system's  contributions 
to  health  care  in  our  Nation. 

Our  Nation  surely  faces  a  Herculean  challenge  and  a  possible  crisis  in  health  care 
today  with  an  $800  billion  price  tag  and  a  system  that  is  taxed  to  the  extreme  limit. 

Tlie  quandary  we  face — as  a  Nation — is  which  way  do  we  turn?  Where  do  we  go 
for  the  difficult  answers  that  we  must  so  urgently  provide  regarding  our  Nations 
health  care  system? 

Analyzing  the  VA  health  care  system  can  be  instructive.  This  is  not  to  say  that 
the  Department  of  Veteran  Affairs  and  the  VA  system  of  health  care  have  been  per- 
fect and  error-free. 

It  does,  however,  acknowledge  that  the  VA  has  provided  a  full  continuum  of  care 
to  veterans  since  the  1930s  and  it  has  done  a  credible  job. 

Is  there  room  for  improvement?  You  bet.  Is  there  room  for  increased  utilization 
of  VA  hospittds?  Sure,  there  is.  But,  how  do  we  combine  those  needs  with  an  ever- 
tightening  fiscal  belt?  That  is  the  serious  question. 

At  the  same  time,  we  must  also  recognize  the  many  contributions,  the  different 
roles,  the  possible  repercussions,  the  various  functions  and  the  separate  issues  re- 
garding VA  and  national  health  care  reform. 

I  agree,  the  VA  system  must  be  a  part  of  any  debate  on  nationaj  health  care  re- 
form. But,  I  also  believe  in  innovative  ideas  that  combine  already-existing  resources 
to  solve  our  health  care  problems. 

I  do  not  believe  we  have  to  reinvent  anything  when  it  comes  to  national  health 
care  reform.  I  do  believe  we  can  greatly  improve  our  health  care  system — possibly 
using  the  current  VA  system  as  a  reference  point  to  start  from. 

This  may  imply  increased  sharing  agreements  such  as  those  that  are  currently 
conducted  by  the  Department  of  Defense  and  the  Department  of  Veteran  Affairs 
along  with  other  agencies. 

This  could  also  include  increased  sharing  of  resources  among  different  organiza- 
tions and  other  imaginative  ideeis  that  would  save  money  while  mcreasing  the  avail- 
ability of  affordable  nealth  care. 

We  must  keep  all  possibilities  open  to  debate.  No  single  thought  or  idea  should 
be  attacked  as  a  dastardly  ploy  to  destroy  the  VA— by  the  Congress  or  by  any  other 
group  simply  because  it  is  regarded  as  unpopular  by  one  particular  faction. 

I  do  look  forward  to  working  with  all  groups  in  order  to  find  a  comprehensive, 
compassionate,  fiscally-correct  resolution  to  this  problem  of  national  health  care  re- 
form, and  to  the  VA's  role  in  this  equation. 


PREPARED  STATEMENT  OF  BRUCE  BEHRINGER,  PRESIDENT,  BOARD  OF 
TRUSTEES,  NATIONAL  RURAL  HEALTH  ASSOCIATION 

Thank  you  for  the  opportunity  to  speak  on  the  topic  of  the  Veterans  Affairs  health 
system  meeting  the  needs  of  veterans  living  in  rural  areas.  I  am  the  President  of 
the  National  Rural  Health  Association,  a  membership  organization  which  represents 
rural  health  care  physicians  and  other  health  professionals,  hospitals,  educators,  re- 
searchers, and  consumers  who  live  and  work  in  rural  America. 

In  meeting  this  charge,  we  must  recognize  the  fact  that  for  the  large  numbere  of 
veterans  in  many  rural  areas,  VA  services  are  already  part  of  the  rural  health  care 
e(|uation.  The  nation's  Veterans  Medical  Centers  and  their  associated  outpatient 
clinics  are  a  significant  but  separate  part  of  today's  health  care  system  for  rural 
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Americans.  They  provide  top  quality  comprehensive  services  to  a  large  number  of 
veterans,  but  limited  eligibility  oecause  of  financial  constraints. 

A  second  fact  to  also  be  considered  is  that  the  veteran's  local  community  health 
system  is  another  significant  part  of  their  care.  It  affects  the  services  of  the  remain- 
ing veterans  currently  not  eli^ble  for  services  at  VA  facilities.  It  is  the  system  for 
their  spouses  and  children.  It  is  what  is  available  for  eligible  veterans  who  need  im- 
mediate care.  They  all  must  rely,  like  other  members  of  their  communities,  upon 
whatever  range  and  quality  of  rural  health  services  exist. 

What  is  occurring  within  community  rural  health  systems  across  the  county  is  not 
unknown.  The  problems  and  issues  of  rural  health  care  have  frequently  been  dis- 
cussed in  the  halls  of  Congress.  Generally,  rural  areas  suffer  from: 

•  a  shortage  of  health  professionals  in  almost  one  quarter  of  rural  counties 
throughout  the  country; 

•  higher  percentages  of  the  uninsured,  the  unemployed,  the  elderly  and  per- 
sons with  limited  activities  due  to  chronic  conditions; 

•  lower  reimbursement  rates  for  hospitals  6md  other  providers  leading  to  non- 
competitive campaigns  for  recruiting  new  professionals,  capitalizing  new  facility 
and  equipment  and  developing  new  services. 

In  short,  rural  health  care  has  a  fragile  infrastructure,  some  special  demographic 
and  health  status  considerations  and  a  demand  for  services  inherently  limited  by 
small  population  numbers. 

The  work  of  the  President's  Task  Force  on  Health  Care  Reform  could  have  a  dra- 
matic impact  on  these  issues.  Positively,  it  could  address  the  multiple  disincentives 
which  now  exist  for  choosing  careers  in  rural  health  as  well  as  the  unfair  financing 
difficulties  faced  by  rural  areas.  Negatively,  the  Task  Force  could,  if  it  fails  to  recog- 
nize some  inherently  non-competitive  elements  of  currently  fragile  rural  health  sys- 
tems, doom  rural  residents  to  even  more  limited  services  than  what  now  exists. 

The  question  posed  by  this  hearing  is  how  to  best  serve  the  needs  of  all  veterans 
in  rural  areas  by  increasing  their  access  to  care.  To  do  this,  a  relationship  between 
rural  health  systems  and  tne  VA  health  system  should  be  molded  to  build  on  the 
strengths  of  each. 

•  Is  there  a  way  to  link  VAs  and  rural  health  care  providers  to  improve  the 
availability,  comprehensiveness  and  efficiency  of  a  system  which  makes  sense 
for  the  veteran? 

•  In  the  future,  can  the  Veterans  Affairs  health  care  sjrstem  somehow  inte- 
grate its  services  with  rural  providers  to  increase  opportunities  to  access  to  care 
for  the  rural  veteran? 

•  What  types  of  systems  which  promote  use  of  preventive  and  primary  care 
can  be  designed  in  rural  communities  to  build  upon  existing  VA  strengths? 

It  is  with  the  background  of  this  understanding  and  these  questions  that  the  fol- 
lowing suggestions  are  made.  They  are  basic  principles  which  could  guide  the  devel- 
opment of  new  relationships  between  Veterans  health  care  systems  and  the  rural 
health  providers. 

1.  That  many  rural  veterans  live  in  communities  which  are  located  consider- 
able distances  from  existing  VA  facilities  and  that  this  distance  is  sometimes 
a  barrier  to  care. 

2.  That  some  limited  level  of  preventive,  primary  care  and  some  non-specialty 
hospital  services  could  be  provided  within  rural  communities  closer  to  tne  resi- 
dence of  many  rural  veterans. 

3.  That  these  services  could  be  provided  efficiently  by  rural  practitioners  and 
help  promote  keeping  veterans  healthy  by  reducing  distance  and  time  barriers 
to  care. 

4.  That  a  patient  case  management  linking  local  primary  care  providers  and 
VA  facilities  could  assist  in  assuring  good  continuity  of  primary  and  rehabilita- 
tive care  for  veterans. 

5.  That  technology  is  available  for  efficient  and  effective  transition  of  medical 
records  and  diagnostic  and  treatment  information  to  and  from  rural  community 
providers  and  VA  specialists  thereby  eliminating  potential  expensive  duplicate 
testing. 

6.  Tnat  relationships  between  rural  primary  ctire  providers  and  the  VA  could 
be  established  to  build  on  the  strong  VA  programs  in  continuing  professional 
education  and  quality  assurance  to  benefit  isolated  rural  health  providers. 

7.  That  another  rich  resource  of  the  VA  system,  its  medical  residents  involved 
in  graduate  medical  education,  might  benefit  from  opportunities  to  rotate  into 
rural  academic  health  centers  during  their  training,  tnereby  reducing  the  isola- 
tion of  existing  rural  providers  and  enhancing  the  new  professional^  potential 
to  consider  rural  practice  opportunities. 
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The  goal  of  this  Committee  to  improve  access  to  care  and  the  health  status  of  vet- 
erans can  be  accomplished  throu^  cooperative  eflbrts  designed  to  take  advantage 
of  the  proximity  of  locally  delivery  systems  coordinated  with  the  strong  secondary 
and  specialty  services  provided  at  the  VA. 

This  type  of  program,  modeled  upon  other  case  management  programs  now  in  op- 
eration for  special  populations  nationally,  could  be  particularly  helpful  for  veterans 
with  chronic  diseases  or  in  need  of  specialty  and  rehabilitative  services.  Such  a  pro- 
gram could  make  strides  in  eliminating  duplication  of  services,  providing  coordina- 
tion between  primary  care  providers  and  the  VA  staff,  reducing  transportation  costs 
and  diminishing  barriers  to  access  for  rural  veterans. 

Regardless  of  whether  the  deliberations  of  the  Health  Care  Reform  Task  Force  in- 
cludes or  excludes  direct  involvement  of  VA  facilities  in  some  national  plan,  the  fate 
of  health  care  services  for  millions  of  America's  veterans  who  reside  in  rural  areas 
will  be  directly  influenced.  The  challenge  before  this  Committee,  Veterans  Affairs 
health  system  representatives  and  rural  veterans  is  how  not  to  lose  the  avaUability 
to  their  existing  oenefits  while  finding  ways  to  improve  their  access  to  services  clos- 
er to  home.  In  many  rural  hospitals,  health  centers  and  providers,  I  believe  that 
the  VA  would  find  willing  partners  in  attempting  to  achieve  this  national  goal. 


PREPARED  STATEMENT  OF  DR.  KENNETH  I.  SHINE,  PRESIDENT, 
INSTITUTE  OF  MEDICINE,  NATIONAL  ACADEMY  OF  SCIENCES 

My  name  is  Kenneth  I.  Shine.  I  am  physician/cardiologist  who  currently  serves 
as  President  of  the  Institute  of  Medicine  of  the  National  Academy  of  Sciences.  While 
the  Institute  has  carried  out  a  significant  number  of  important  studies  for  and 
about  the  Veterans  Affairs  health  care  system,  my  comments  today  represent  my 
own  perspective  on  this  system  acquired  from  over  twenty  years  of  experience  as 
a  physician  who  has  cared  for  patients  in  the  VA  hospitals  affiliated  with  the  UCLA 
Scnool  of  Medicine,  as  Chairman  of  the  Department  of  Medicine,  and  as  the  Dean 
and  Provost  for  Medical  Sciences  at  UCLA.  In  this  latter  capacity,  I  have  had  the 
special  privilege  of  participating  in  a  number  of  planning  activities,  not  only  for  the 
three  hospitals  associated  with  UCLA,  but  also  in  the  western  region  and  on  a  na- 
tional basis.  In  all  of  these  capacities,  as  well  as  in  my  current  role  as  President 
of  the  Institute  of  Medicine,  I  nave  been  deeply  committed  to  reform  of  the  Amer- 
ican health  care  system,  including  the  imperatives  for  universal  access,  maintenance 
of  quality,  and  control  of  costs. 

The  thrust  of  my  arguments  can  be  summarized  as  follows.  (1)  In  the  context  of 
the  non-system  wluch  characterizes  America's  health  care  program,  the  Veterans  Af- 
fairs facilities  represent  a  functioning  system  which  should  be  preserved.  (2)  The 
Veterans  Affairs  health  care  system  provides  an  opportunity  for  innovation  which 
can  not  only  further  improve  the  health  of  veterans,  but  also  can  credibly  and  sig- 
nificantly inform  the  debate  as  health  care  reform  progresses.  In  this  regard,  it 
could  be  a  model  system  for  policy  makers  and  for  providers.  (3)  A  properly  pre- 
served and  developed  Veterans  Affairs  health  care  system  can  continue  to  make 
critically  important  contributions  to  the  education  of  health  professionals  and  to 
health  sciences  research. 

I  do  not  come  to  these  conclusions  without  recognizing  the  extraordinary  obstacles 
to  their  successful  accomplishment.  However,  I  believe  that  the  current  climate  pro- 
vides a  unique  opportunity  to  move  the  agenda,  which  may  never  again  be  available 
to  us. 

The  Veterans  Affairs  health  care  system,  like  every  system,  has  important 
strengths  and  weaknesses.  Let  me  begin  with  the  weaknesses.  First,  the  system  as 
a  whole  has  been  seriously  underfunded  for  over  a  decade.  The  underfiinding  has 
resulted  in  the  use  of  resources  that  otherwise  would  have  supported  plant  and 
equipment,  but  were  instead  diverted  to  operations.  If  not  properly  addressed,  some 
of  these  deficiencies  will  limit  the  capacity  of  the  system  to  maintain  care  as  well 
as  the  opportunity  for  innovation.  Second,  the  political  environment  and  manage- 
ment style  has  impeded  the  capacity  to  consolidate  reorganized  services  in  ways 
that  would  improve  cost-effectiveness  while  maintaining  quality.  These  limitations 
have  ranged  from  difficulties  in  closing  or  converting  particular  facilities  and  has 
created  a  mentality,  at  times,  that  increasing  efficiency  will  cause  hospitals  or  clin- 
ics to  lose  resources.  It  is  difficult  for  health  providers  and  managers  to  achieve  such 
savings  if  the  monies  will  be  withdrawn.  Third,  the  focus  of  the  health  care  system 
has  historic^ly  been  on  inpatient  facilities  and  inpatient  beds.  While  the  mainte- 
nance of  a  finite  number  of  beds  is  more  myth  than  reality,  the  creation  of  proper 
ambulatory  services  is  still  impeded  by  issues  of  reimbursement,  eligibility,  and  in- 
appropriate facilities.  This  includes  not  only  the  quality,  but  the  location  of  these 
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ambulatory  facilities.  Although  the  Veterans  Agency  system  has  begun  to  move  in 
this  direction,  it  still  lags  dramatically  behind  the  rest  of  the  health  care  system 
in  providing  ambulatory  services.  Fourth,  the  VA  system  has  suffered  remarkably 
from  attempts  to  micromanage  itself  centrally.  It  is  simply  too  Itu^e  and  complicated 
for  this  to  De  successfully  accomplished.  Delegation  of  authority  and  responsibility, 
proper  recognition  of  accomplishment,  and  prompt  action  in  response  to  ineffective- 
ness in  the  context  of  well-articulated,  programmatic  goals  and  objectives  are  the 
only  ways  such  a  large  and  complex  system  can  be  efiiciently  and  effectively  man- 
aged. Finally,  one  of  the  most  important  challenges  to  this  system  is  the  remarkably 
heavy  and  diverse  disease  burden  carried  by  the  veterans  it  serves,  including  chron- 
ic illnesses  such  as  lung  and  heart  disease,  substance  abuse,  and  mental  illness. 
This  burden  will  continue  to  increase  as  the  veterans  population  ages. 

But  the  system  also  has  great  strengths.  Included  among  these  strengths  are: 
first,  its  mission  to  provide  health  care  to  this  nation's  veterans;  second,  the  remark- 
able dedication  of  the  professional  and  administrative  staff  of  the  VA  health  care 
facilities  to  that  mission  and  to  the  veterans  whom  they  serve.  I  am  constantly  in- 
spirited that,  even  under  their  adverse  circumstances  over  the  last  several  years, 
that  dedication  and  commitment  remains  remarkably  strong.  Third  is  the  high  aual- 
ity  of  patient  care  provided  under  most  circumstances  by  the  system.  Althou^  in 
many  of  our  facilities  nursing  care  is  stretched  to  the  very  limits,  if  not  beyond,  par- 
ticularly by  stafiing  patterns,  the  quality  of  care  remains  amazingly  hi^.  Fourth 
is  the  leadership  that  the  system  has  provided  in  certain  specific  areas,  including 
the  care  given  to  paralyzed  veterans,  geriatric  research  and  education  centers,  ana 
special  proCTams  in  such  areas  as  substance  abuse,  physical  medicine  rehabilitation, 
and  AIDS.  Fifth  is  the  tradition  of  medical  school  aJfiliation,  which  has  allowed  the 
recruitment  of  very  high  caliber  physicians  and  other  health  professionals.  Sixth  is 
the  high  quality  of  VA  research,  which  has  not  only  led  to  Nobel  Prizes  and  mem- 
berships in  the  National  Academy  of  Sciences,  but  more  importantly  to  regular  im- 
provements to  the  cjuality  of  health  care,  not  only  for  veterans,  but  also  for  non- 
veterans.  Seventh  is  the  importance  of  the  VA  system  in  educating  a  substantial 
fraction  of  all  of  the  interns  and  residents  trained  m  the  United  States. 

For  purposes  of  our  discussion,  however,  the  key  strength  of  the  system  is  the  op- 
portunity to  innovate  in  health  care  delivery  in  ways  that  will  not  only  improve  the 
health  of  veterans,  but  also  provide  a  model  system  for  the  rest  of  the  country. 

Our  health  care  system  is  challenged  to  rationalize  four  conflicting  forces:  control 
of  costs,  universal  access,  maintenance  of  quality,  and  the  desire  on  the  part  of  our 
citizens  that  each  patient  has  access  to  the  latest  and  most  effective  technologies 
available.  Rationalizing  these  forces  and  maximizing  health,  which  is,  aft«r  all,  our 
Teal  objective,  will  require  several  key  components  to  a  health  care  system.  I  would 
like  to  identify  each  of  these  components  and  the  capacity  for  the  VA  health  care 
system  to  address  each  element.  First  is  a  global  budget,  oefining  in  a  sensible  way 
what  is  a  reasonable  rate  of  rise  in  overall  health  care  expenditures.  To  a  large  ex- 
tent, by  virtue  of  the  budgeting  process  for  the  VA  health  care  system,  it  already 
has  its  annual  global  budget.  Second  is  a  system  of  managed  care  in  which  each 
patient  is  identified  with  a  primary  care  provider  who  can,  in  consultation  with  the 
patient  and  the  patient's  family,  make  rational  decisions  as  to  the  appropriateness 
of  care.  In  such  a  system,  continuity  of  care  is  required  in  order  that  the  patient's 
history  and  background  is  known  and  a  proper  long-term,  as  well  as  short-term, 
health  plan  be  made.  The  primary  care  provider  in  such  a  managed  care  system 
should  have  incentives  for  preventive  care  and  for  maintaining  the  patient  in  a 
healthy  state  as  well  as  for  providing  the  most  effective  and  efiicient  care  when  ill- 
ness occurs.  This  is  not  a  feature  of  current  care  in  the  VA  health  system  nor  for 
the  vast  majority  of  Americans  at  the  present  time.  However,  the  VA  system  could 
innovate  in  managed  care  in  very  exciting  ways.  Because  of  my  personal  experience  - 
with  the  pilot  anibulatory  care  and  education  center  at  the  Sepulveda  VA  Medical 
Center  in  Sepulveda,  California,  let  me  just  briefly  describe  how  that  system  works. 
Under  Dr.  Alan  Robbins,  a  series  of  health  care  teams  have  been  created  at  that 
facility,  which  includes  physicians,  nurses,  dietitians  and  social  workers,  nutrition- 
ists and  occupational  therapists,  and  a  variety  of  other  health  care  providers.  Each 
veteran  is  assigned  to  a  particular  global  health  care  team  and  is  provided  with  a 
primary  physician  as  well  as  a  backup  physician,  should  the  primary  physician  not 
Se  availaole.  Each  team  also  has  a  nurse  clinical  practitioner,  who  participates  in 
the  global  team  activity  and  who  is  available  for  night  calls  and  other  times  that 
the  physicians  might  not  be  rapidly  available.  Each  global  health  care  team  is  re- 
s{X)nsible  for  comprehensive  care  of  the  patient,  including  educational  programs 
using  a  wide  variety  of  audio/visual  strategies,  preventive  interventions,  and  reha- 
bilitative services  after  an  acute  illness.  When  subspecialty  consultation  is  required, 
the  nature  and  extent  of  such  consultation  is  determined  by  the  primary  care  pro- 
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vider.  The  global  health  care  team,  therefore,  provides  comprehensive  care  with  a 
strong  preventive,  educational,  and  rehabilitative  component.  The  patient  deals  with 
a  limited  number  of  physicians  who  come  to  know  the  patient  well,  and  the  use  of 
high  technology  in  subspecialty  services  is  carefully  monitored  by  the  primary  care 
providers.  Two  other  features  of  this  type  of  managed  care  experiment  are  worthy 
of  comment.  First,  the  Sepulveda  VA  Medical  Center  has  established  an  outpatient 
facility  in  Bakersfield,  California,  some  50  or  60  nules  to  the  north.  Patients  in  that 
community  can  be  seen  by  a  primary  care  provider  at  the  Bakersfleld  clinic.  If  it 
is  necessary  to  refer  the  patient  to  the  Sepulveda  VA  Hospital,  a  speciflc  referral 
is  made  to  one  of  the  global  health  care  teams,  so  that  a  primary  care  provider  at 
Sepulveda  becomes  responsible  for  following  up  on  the  patient  and  referral  from  Ba- 
kersfield. This  is  another  way  in  which  continuity  of  care  is  provided  from  a  distant 
site.  Secondly,  it  is  worth  noting  the  high  degree  of  enthusiasm  which  this  approach 
has  engendered  among  students,  interns,  and  residents.  The  Sepulveda  VA  Medical 
Center  has  been  able  to  recruit  a  full  complement  of  general  internists  to  staff  its 
global  health  care  team  and  has  no  difficulty  in  attracting  a  very  high  quality  of 
intern  and  resident  to  its  educational  programs.  I  mention  the  Sepulveda  experience 
only  because  it  is  one  that  I  know  reasonably  well.  There  are  a  variety  of  other  po- 
tential experiments  in  managed  care  within  the  system,  which  could  be  attempted 
and  evaluated.  Third,  control  of  costs  is  a  critical  element  in  a  successful  health  care 
plan.  The  VA  medical  centers  now  provide  care  that  is  significantly  less  costly  than 
that  obtained  in  the  private  sector.  In  some  cases,  this  has  been  the  result  of  an 
unfortunate  degree  of  underfunding,  but,  on  balance,  the  VA  health  care  system  is 
increasingly  cost-effective  and  therefore  could  be  very  competitive  in  a  managed  care 
environment.  Fourth,  the  rational  use  of  technology  in  health  care  requires  careful 
assessment  of  the  true  incremental  value  of  new  technology.  At  the  present  time, 
I  know  of  no  other  system  in  which  the  opportunities  for  careful  assessment  of  the 
value  of  new  technology  could  be  carried  out  that  would  be  more  appropriate  than 
the  VA  health  care  system.  Fifth,  controlling  costs  and  limiting  the  application  of 
technology  will  put  substantial  pressure  on  the  system  to  demonstrate  the  mainte- 
nance of  high  quality.  The  use  of  outcomes  and  effectiveness  research  becomes  criti- 
cal in  order  to  monitor  any  decrease  in  effectiveness  or  any  increase  in  bad  out- 
comes. The  VA  system  is  highly  suited  for  developing  techniques  for  assessing  both 
outcomes  and  efTectiveness. 

The  VA  health  care  system  would  therefore  provide  an  environment  in  which  ex- 
tensive innovative  use  of  managed  care  might  be  implemented  with  improved  as- 
sessment of  technology  transfer  and  measurement  of  outcomes  and  effectiveness. 
Managed  care  with  continuity  of  care  would  require  a  significant  shift  in  the  capac- 
ity of  the  system  to  provide  long-term  ambulatory  care.  In  this  latter  regard,  the 
interest  of  the  affiliated  medical  schools  and  the  VA  health  care  system  are  becom- 
ing increasingly  concordant.  Medical  educators  have  increasingly  recognized  in  the 
last  several  years  the  critical  importance  of  the  ambulatory  environment  for  educat- 
ing medicaJ  students,  interns,  and  residents.  The  VA  health  care  system  provides 
an  opportunity  to  expand  the  ambulatory  programs  at  the  same  time  that  the  sys- 
tem itself  is  attempting  to  adjust  to  the  challenges  it  wiU  confront  in  a  changing 
health  care  environment.  I  believe  that  the  pressures  upon  America's  medical 
schools  and  the  VA  health  care  system  will  find  a  number  of  very  common  interests 
to  which  both  can  mutually  contribute. 

Finally,  I  would  comment  upon  the  necessity  for  health  care  systems  within  the 
lai^er  VA  medical  system.  The  availability  of  care  to  veterans  who  are  at  a  distance 
from  major  VA  health  care  centers  will  require  systems  of  care  covering  large  geo- 
graphical areas.  These  can  be  provided  to  a  series  of  satellite  clinics  attached  to  a 
principal  facility.  With  the  use  of  audio/visual  equipment,  and  careful  rotation  of 
personnel,  a  common  patient  record,  and  a  commitment  to  primary  care  of  the  man- 
aged care  variety,  current  VA  health  care  facilities  can  serve  as  the  focus  for  sys- 
tems of  care  extending  large  distances.  Free  standing  ambulatory  facilities  should, 
in  my  opinion,  be  merged  into  these  geographical  systems  of  care. 

Thank  you  for  allowing  me  to  comment  on  the  future  of  the  VA  health  care  sys- 
tem. As  I  have  suggested,  it  is  a  system  with  strengths  and  weaknesses  in  which 
the  strengths  far  outweigh  the  weaknesses.  In  an  era  of  health  care  reform,  I  be- 
lieve it  also  offers  opportunities  which  we  should  grasp  and  to  which  we  should  re- 
spond aggressively. 
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PREPARED  STATEMENT  OF  DONALD  E.  WILSON,  DEAN,  UNIVERSITY  OF 
MARYLAND  SCHOOL  OF  MEDICINE,  ON  BEHALF  OF  THE  ASSOCIATION 
OF  AMERICAN  MEDICAL  COLLEGES 

Good  morning  Mr.  Chairman  and  members  of  the  Committee.  I  am  Donald  E.  Wil- 
son, M.D.,  dean  of  the  University  of  Maryland  School  of  Medicine  (UMSM).  It  is  a 
pleasure  to  appear  before  you  to  share  my  views  and  those  of  the  Association  of 
American  Medical  Colleges  on  issues  related  to  affiliation  agreements  between  Vet- 
erans' Administration  Nfedical  Centers  (VAMC)  and  schools  of  medicine. 

Affiliation  agreements  between  VAMCs  smd  medical  schools  are  "true  partner- 
ships." They  are  symbiotic  and  sjmergistic  arrangements  that  benefit  both  the  VA 
and  medical  schools.  AflUiations  between  VAMCs  and  medical  schools,  or  Dean's 
Committee  affiliations,  greatly  enrich  the  patient  care  environment  of  VAMCs  and 
enhance  the  educationaland  research  programs  of  the  medical  schools.  Medical  edu- 
cation remains  to  this  day,  in  part,  an  apprenticeship,  and  effective  education  re- 
quires access  to  a  diverse  mix  of  patients  who  come  to  an  academic  medical  center 
with  the  expectation  that  they  will  receive  the  highest  quality  of  comprehensive  and 
compassionate  medical  care.  Today  over  50%  of  practicing  physicians  have  received 
part  of  their  training  in  the  VA — I  am  one  of  them.  Over  the  last  decade,  the  VA 
has  funded  approximately  12%  of  aU  U.S.  residency  positions  in  the  medical  and 
surgical  disciplines  relevant  to  veteran's  care  (which  excludes  obstetrics  &  gyne- 
cology and  pediatrics). 

In  return  for  their  participation  in  medical  education,  VAMCs,  like  all  other 
teaching  hospitals  affiliated  with  medical  schools,  train  access  to  talented  faculty 
and  state-of-the-art  treatment.  Similarly,  the  medical  school  benefits  from  VA  affib- 
ation  in  a  number  of  ways,  including  access  to  a  diverse  and  often  medically-com- 
pUcated  patient  population  that  stimulates  learning  opportunities. 

When  the  affiliation  policy  was  first  articulated  in  1946  under  the  direction  of 
General  Omar  Bradley,  the  VA  was  explicit  about  its  aims.  "Policy  Memorandum 
2"  read,  "The  purpose  of  the  Veterans  Administration  is  simple:  affording  the  vet- 
eran a  much  higher  standard  of  care  than  could  be  given  him  with  a  wholly  full- 
time  medical  service."  In  short,  affiliations  improve  immeasurably  the  quality  of 
care  by  enabling  the  recruitment  and  retention  of  talented  professionals  and  by  cre- 
ating an  intellectually  challenging  and  dynamic  environment  that  shapes  the  gen- 
eral ambience  of  the  VAMC.  Both  partners  in  the  affiliation  share  a  common  goal, 
since  a  ouality  health  care  environment  is  not  only  good  for  veterans,  it  is  essential 
for  a  him  quality  medical  education. 

The  UMSM  has  enjoyed  an  affiliation  with  the  Baltimore  VAMC  for  nearly  fifty 
years.  The  original  Baltimore  VAMC  began  as  a  tuberculosis  hospital  located  in  a 
northeast  area  of  the  city  approximately  five  miles  from  the  Umversit/s  medical 
center.  Two  months  ago,  the  Baltimore  VAMC  opened  a  splendid  new  324  bed  hos- 
pital in  Baltimore  on  our  campus,  an  area  of  the  city  now  referred  to  as  University 
Center.  This  state  of  the  art  facility  provides  a  pleasant  surrounding  for  patient 
care,  £in  expanded  area  to  meet  the  increasing  needs  of  ambulatory  care  and  it  is 
one  of  the  few  hospitals  in  the  countv  with  a  fully  digitalized  x-ray  system. 

The  new  facility  was  purposely  built  adjacent  to  the  UMSM  to  strengthen  co- 
operation between  the  two  institutions  and  to  promote  sharing  of  clinical  resources. 
The  new  VA  hospital  includes  a  bridge  over  a  city  block  linking  the  VA  Medical 
Center  with  the  medical  school,  a  concrete  illustration  of  the  desire  to  integrate  the 
two  institutions. 

The  staff  of  the  Baltimore  VAMC  are  ourposely  intertwined  with  the  University 


of  Maryland  and  are  an  integral  part  of  the  academic  medical  center.  Approximately 
50%  of'^all  UMSM  clinical  faculty  members  have  a  part-time  appointment  at  the  Bal- 
timore VAMC  or  spend  a  portion  of  their  time  at  the  VA.  Conversely,  95%  of  all 
physicians  at  the  Baltimore  VAMC  have  faculty  appointments  at  the  UMSM.  These 
numbers  are  typical  of  closely  affiliated  VAMCs  and  medical  schools  nationwide.  A 
great  deal  of  sharing  takes  place,  even  without  money  changing  hands.  For  example, 
VA  physicians  have  access  to  laboratory  space,  libraries,  and  other  university  facili- 
ties. The  first  grand  rounds  that  I  gave  as  the  new  dean  at  Maryland  was  at  the 
Baltimore  VAMC. 

Utilizing  sharing  arrangements  avoids  costly  and  unnecessary  duplication  for  both 
medical  centers.  For  instance,  UMSM  provides  coverage  for  the  VA  to  have  a  coro- 
nary pump  team,  precluding  the  need  for  the  VA  to  develop  this  expensive  service 
on  its  own.  When  scarce  professional  help  is  needed  infrequently,  sharing  agree- 
ments have  allowed  the  VA  to  minimize  the  number  of  full  time  physicians,  without 
decreasing  the  availability  of  specialists  to  VA  patients  when  needed.  This  means 
that  almost  every  relevant  specialist  at  the  University  of  Maryland  is  available, 
when  needed,  to  VA  patients.  In  considering  the  construction  of  our  new  VAMC, 
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rather  than  add  a  fourth  virology  lab  on  campus,  the  existing  labs  were  consolidated 
and  located  at  the  VA  as  a  part  of  a  sharing  agreement. 

The  Baltimore  VAMC  also  engages  in  a  great  deal  of  biomedical  and  outcomes  re- 
search. For  example,  physician-scientists  in  Baltimore  are  involved  in  a  hip  replace- 
ment study  supoortea  by  a  VA  health  research  grant  and  University  funding.  The 
assignment  of  University  of  Maryland  laboratory  space  to  VA  peer  reviewed  Prin- 
cipal Investigators  occurs  regularly  for  the  purpose  of  providing  mutual  support  for 
collaborative  research,  and  the  sharing  of  ni^ly  technical  ana  expensive  research 
instrumentation.  We  will  locate  some  VA  research  projects  within  the  UMSM  to 
allow  for  more  efficient  utilization  of  Baltimore  VAMC  research  activities. 

In  the  research  arena,  medical  schools  build  on  the  Federal  government's  initial 
investment.  In  FY  '93,  the  VA  research  program  received  an  appropriation  of  $232 
million.  These  dollars  can  be  thought  of  as  a  leveraged  fiind  that  involves  substan- 
tial return  on  the  initial  outlay.  Althou^  the  VA  research  budget  is  less  than  3% 
of  the  National  Institutes  of  Health  budget,  the  VA  supports  in  part,  nearly  one- 
third  of  physician-investigators  in  the  U.S.  The  retention  rate  of  the  VA's  career  de- 
velopment program  is  extraordinary — over  48%  of  all  graduates  remain  in  the  VA 
and  another  26%  remain  in  non-VA  academic  positions.  Nationally,  the  VA  is 
uniquely  positioned  for  success  in  the  area  of  clinical  and  health  services  research. 
The  magnitude  of  the  entire  VA  system  is  ideally  suited  for  multi-site  and  coopera- 
tive studies. 

In  sum,  VA  academic  affiliations  are  model  private-public  partnerships  which 
allow  for  fruitful  sharing  of  clinical  and  research  resources. 

Dean's  committee  affiliations  are  not  static,  but  evolve  as  the  health  care  system, 
and  the  corresponding  needs  of  veterans  and  medical  education  change.  Among 
many  other  changes  in  medicine,  I  would  like  to  highlight  one  distinct  phenomenon 
because  of  its  relevance  to  the  VA — namely,  the  population  is  aging.  Statistics  indi- 
cate that  the  "greying"  of  the  veteran  population  can  be  tracked  at  a  rate  approxi- 
mately ten  years  ahead  of  this  trend  ill  the  U.S.  general  population.  Medical  schools 
are  attempting  to  adapt  their  curriculum  and  educational  programs  to  address  such 
developments  as  they  relate  to  the  delivery  of  medicine  and  the  health  care  needs 
of  Americans.  In  many  cases,  academic  medicine's  partners  in  VA  are  at  the  fore- 
front of  these  shifts. 

The  VA  hsis  been  the  innovator  of  specialized  treatment  and  research  programs 
known  as  "Geriatric  Research,  Education,  and  Clinical  Care"  (GRECC)  centers.  The 
Baltimore  VAMC  is  fortunate  to  house  one  of  the  sixteen  GRECCs  in  the  nation. 
Equally  important  to  the  Baltimore  VAMC's  efforts  to  meet  the  needs  of  older  veter- 
ans and  the  UMSM's  training  program,  the  GRECC  will  provide  seminal  informa- 
tion on  the  value  of  exercise  in  preventing  untoward  events  in  patients  at  risk  for 
coronary  events,  such  as  those  who  are  ooese,  have  hjrpertension  and  or  diabetes 
mellitus.  Nutrition  and  cigarette  smoking  cessation  are  also  important  parts  of  this 
center  activity  as  is  stroke  rehabilitation.  The  UMSM  is  plajring  a  substantive  role 
in  recruitment  of  investigators  for  the  center  and  providing  the  broad  overall  col- 
laborative excellence  to  insure  the  success  of  this  important  program. 

The  GRECC  is  an  excellent  example  of  how  the  current  and  nature  needs  of  veter- 
ans and  medical  education  are  consonant.  GRECCs  are  also  an  excellent  example 
of  how  the  mutual  goals  of  the  VA  and  medical  schools  can  be  met  simultaneously. 
Moreover,  GRECCs  represent  only  one  of  the  important  contributions  the  VA,  and 
the  VA's  research  program,  has  made  to  the  advancement  of  medicine  in  America. 
GRECCs  are  nationally  recognized  as  model  programs  for  managing  the  health  sta- 
tus of  older  individuals.  Herein  lies  an  excellent  example  of  the  essence  of  the  inter- 
section of  the  VA  and  the  national  health  care  delivery  system. 

To  draw  further  on  my  example  of  geriatrics,  as  the  needs  of  aging  veterans  call 
for  a  greater  presence  of  geriatricians,  medical  schools  help  meet  clinical  needs  by 
using  the  VA  as  a  setting  Tor  training  in  geriatrics.  In  other  words,  the  VA's  clinical 
care  needs  are  met  as  medical  schools  and  residency  programs  educate  a  group  of 
young  physicians  in  the  area  of  geriatric  medicine. 

A  similar  scenario  can  be  drawn  with  respect  to  the  increasing  use  of  non-hospital 
settings,  such  as  ambulatory  or  long-term  care  facilities,  to  deliver  health  care.  Like 
advances  in  geriatrics,  medical  schools  are  working  with  their  VA  affiliates  to  incor- 
porate diverse  modalities  of  care  (which  promote  both  quality  and  cost-effectiveness) 
for  the  mutual  benefit  of  veterans  and  medical  students  and  residents.  VA  and  aca- 
demic affiliates  across  the  country  have  begun  joint  planning  to  rotate  faculty,  stu- 
dents, and  residents  into  non-tertiary  care  VA  facilities.  Again,  from  the  medical 
school's  perspective,  these  opportunities  are  essential  for  exposing  future  physicians 
to  settings  where  an  increasing  amount  of  health  care  is  delivered  to  patients.  From 
the  VA's  perspective,  the  staffing  needs  of  these  settings  are  met  with  high  quality 
professionals  who  are  affiliated  with  the  medical  school. 
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In  a  dramatic  sense,  the  VA  delivers  quality  health  care  to  a  unique,  and  from 
a  clinical  perspective,  a  very  complicated  patient  population.  As  the  witness  on  the 
previous  panel  described,  analysis  completed  by  the  "Mission  Commission"  illus- 
trates that  veterans  treated  by  the  VA  tend  to  be  older,  sicker,  and  poorer  than  the 
general  population.  In  addition,  the  Commission  data  tell  us  that  patients  enter  the 
VA  system  with  a  greater  number  of  diagnoses  than  patients  entering  non-VA 
health  care  facilities.  We  can  conclude  that  the  VA  plays  an  absolutely  critical  role 
in  offering  access  to  care  for  a  special  group  of  Americans  who  would  be  unlikely 
to  be  as  well  served  outside  the  VA. 

I  would  also  briefly  note  that  the  location  of  many  VA  facilities,  particularly  cer- 
tain rural  and  inner-city  medical  centers,  provide  a  valuable  resource  to  the  entire 
community.  I  will  not  elaborate  on  this  point  in  greater  detail  because  the  Commit- 
tee will  hear  a  sophisticated  analysis  by  another  member  of  the  panel.  But,  the  VA 
is  much  more  than  a  health  care  system  for  indigent  patients  or  Americans  living 
in  under-served  areas. 

In  a  critical  but  more  subtle  way,  the  VA  and  national  health  care  system  inter- 
sect at  two  points,  brought  together  primarily  through  the  academic  affiliations. 
First,  as  I  referenced  earlier,  the  VA  plays  a  critical  role  in  the  education  and  train- 
ing of  future  U.S.  health  care  professionals.  Secondly,  the  VA  contributes  signifi- 
cantly to  advances  in  medicine  through  a  research  program  which  has  an  impressive 
history  of  success  and  innovation. 

Because  the  VA  has  an  integral  role  in  training  U.S.  health  care  professionals, 
it  is  critical  to  consider  the  contributions  of  the  VA  as  the  national  health  policy 
debate  focuses  on  work  force  and  manpower  issues.  Changes  instituted  as  part  of 
health  care  reform  need  to  consider  the  VA's  education  and  training  responsibilities. 
Unique  opportunities  exist  in  the  VA  for  expanding  on  areas  in  which  it  specializes, 
such  as  geriatrics,  prosthetics  and  rehabilitation,  mental  health,  and  spinal  cord  in- 
jury. The  nation  would  also  be  missing  a  unique  resource  if  the  VA  were  overlooked 
in  deliberations  centered  on  the  geographic  and  specialty  distribution  of  physicians. 

The  Mission  Commission  demographic  data  also  make  it  clear  that  the  VA  is  ap- 
proaching an  important  crossroad.  Namely,  the  VA  patient  population  will  quickly 
begin  to  decline  in  this  decade.  To  avoid  addressing  this  phenomenon  would  be  ffs- 
caUy  unsound,  but  more  importantly,  avoiding  the  issue  will  jeopardize  the  quality 
of  care  in  the  VA.  Achieving  an  optimum  workload  in  a  health  care  setting  is  a  deli- 
cate balance;  under-utilization  can  be  as  injurious  as  overload. 

The  reality  of  a  declining  patient  base  and  the  threat  it  presents  to  quality  of  care 
leaves  policy  makers  with  an  important  decision  about  the  fiiture  of  the  system. 
From  the  AAMC's  perspective,  there  are  three  main  options. 

1.  Downsize  the  system  as  the  patient  population  declines.  This  option  could 
manifest  downsizing  of  a  general  nature  or  elimination  of  certain  services  for 
which  the  VA  patients  could  receive  outside  the  system,  and  focus  the  VA  on 
specialized  services,  such  as  geriatrics  and  rehabilitation. 

2.  In  the  short-term,  revise  eligibility  to  open  the  VA  to  other  than  those  cur- 
rently entitled  to  mandatory  care.  In  the  long-term,  consider  developing  link- 
ages to  allow  non-veteran  patients  to  access  the  VA  system. 

3.  Integrate  the  VA  into  the  national  health  care  delivery  system. 

Each  of  these  options  have  a  series  of  costs  and  benefits  in  health  pwlicy  as  well 
as  financial  and  political  terms.  I  anticipate  future  hearings  will  consider  carefully 
such  options  and  weigh  the  relevant  advantages  and  disadvantages.  The  academic 
medical  community  would  welcome  the  opportunity  to  participate  in  deliberation  of 
these  issues  as  they  present  dramatic  implications  for  veterans'  access  to  quality 
health  care  and  for  the  continued  success  of  affiliations. 

Whereas  training  issues  are  of  interest  to  medical  schools,  manpower  and  staffing 
issues  are  central  to  the  VA's  success  in  meeting  its  primary  mission  of  delivering 
health  care  to  veterans.  The  intersection  of  these  two  goals  brought  medical  schools 
and  the  VA  together  in  1946  and  continues  to  bring  mutual  benefits  to  both  part- 
ners and  to  the  nation  as  a  whole.  Again,  thank  you  for  the  opportunity  to  share 
my  views  and  those  of  the  AAMC  this  morning.  We  look  forward  to  continuing  to 
work  with  the  members  of  this  committee  and  other  interested  parties  to  promote 
our  common  aims.  I  will  be  happy  to  answer  any  questions  or  expand  on  my  re- 
maiks. 
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PREPARED  STATEMENTT  OF  DR.  JONATHAN  T.  LORD,  MEMBER,  COMMIS- 
SION ON  THE  FUTURE  STRUCTURE  OF  VETERANS  HEALTH  CARE,  1990- 
1991 

Good  morning,  my  name  is  Jonathan  Lord.  I  am  a  veteran  tmd  a  nhysician  who 
was  invited  by  Committee  staff  to  testiiy  today  about  veterans  health  care,  with 
particular  emphasis  on  how  veterans  hetdth  services  could  be  provided  in  a  chang- 
ing national  healthcare  environment  and  commentaiy  on  the  quality  of  health  serv- 
ices provided  by  VHA. 

I  served  on  active  duty  with  the  Navy  as  a  physician  from  1978  to  1989  following 
the  completion  of  medical  school  as  a  Navy  scholarship  student.  Clinically,  I  have 
been  trained  as  a  forensic  pathologist  (medical  examiner);  it  is  this  clinical  training 
that  led  to  my  participation  in  the  following  professional  activities  that  I  want  to 
highlight: 

•  1984-1985 — ^A  member  of  the  review  team  and  prosecution  team  in  the 
Billig  case,  cases  involving  heart  surgery  related  deaths  at  the  Naval  Hospital 
in  Bethesda; 

•  1985-1986 — Director  of  the  professional  standards  branch  of  the  Naval 
Medical  Command  in  Washington; 

•  1986-1987 — Member  of  a  team  working  for  the  Navy  Surgeon  General  and 
Secretary  of  the  Navy  to  reorganize  Navy  medicine.  Ehiring  that  time,  team 
members  worked  with  a  significant  number  of  non-Federal  healthcare  organiza- 
tions to  identify  best  practices  to  introduce  to  Navy  medicine; 

•  1988-1989— Director  of  quality  assurance  for  the  Navy  Surgeon  General 
and  the  Department  of  the  Navy. 

Outside  of  the  Navy,  I  have  been  involved  in  a  broad  scope  of  healthcare  quality 
related  activities: 

•  As  a  part  of  my  Navy  responsibilities,  I  was  trained  as  a  surveyor  for  the 
Joint  Commission  on  Accreditation  of  Healthcare  Organizations,  the  organiza- 
tion that  accredits  more  the  5,000  hospitals  in  the  country.  I  have  continued  my 
affiliation  of  the  Joint  Commission  as  an  intermittent  (consultant)  surveyor  and 
faculty  member. 

•  In  1989,  I  left  the  Navy  to  become  the  Senor  Vice  President  of  Medical  Af- 
fairs at  the  Anne  Arundel  Medical  Center  in  Annapolis,  a  303-bed  community 
hospital.  During  the  period  of  1989  to  1993,  I  have  co-authored  two  texts  on 
healthcare  quafity,  edited  a  text  on  physician  leadership,  written  numerous 
chapters  on  medical  quality,  provided  consultations,  seminars  or  conducted  re- 
treats for  healthcare  organizations  around  the  country. 

•  In  1990,  I  was  asked  by  Secretary  Derwinski  to  serve  on  a  15-member  com- 
mission to  examine  the  future  structure  of  veterans  healthcare  services.  That 
commission's  report  was  presented  to  this  Committee  last  year. 

•  I  have  recently  accepted  a  new  position  as  Executive  Vice  President  for 
Clinical  Services  of  SunHealth,  an  alliance  of  more  than  250  hospitals  based  in 
Charlotte,  North  Carolina. 

Based  on  conversations  with  staff,  my  prepared  remariis  are  very  limited  in  order 
to  maximize  time  for  interchange.  I  want  to  state  at  the  outset  that  I  am  not  pre- 
senting the  views  of  any  of  the  organizations  listed  above  including  the  "Mission 
Commission". 

Central  to  the  theme  of  the  future  fit  of  VHA  into  the  changing  healthcare  envi- 
ronment and  in  answer  to  ongoing  questions  about  the  quality  of  veterans 
healthcare  is  the  fact  that  VHA  is  not,  and  does  not  behave  like,  a  system.  That 
fact  is  not  the  fault  of  the  many  thousands  of  dedicated  VA  professionals  and  em- 
ployees but  is  a  reflection  of  how  business  has  been  conducted  in  this  town 
compounded  by  the  pressures  of  the  medical  education  establishment  to  use  VHA 
as  the  bulwark  of  American  medical  education.  There  are  at  least  two  VHAs;  one 
associated  with  medical  schools  that  emphasizes  major  medical  treatment  and  one 
non-affiliated  system  that  primarily  provides  services  in  rural  and  other  under- 
served  areas.  Care  provided  by  VHA  has  emphasized  inpatient  and  intensive  serv- 
ices; a  style  of  care  typical  of  the  60's  but  archaic  in  the  90's.  The  linkages  to  medi- 
cal education  has  emphasized  care  by  specialist  and  has  done  little  to  encourage  pri- 
mary and  preventive  care  services.  That  is  not  to  say  VHA  is  totally  misaligned, 
VHA  provides  some  unique  services  for  veterans  that  cannot  be  equaled  in  any 
other  delivery  system  (e.g.  spined  cord  injuries,  prosthetic  devices).  However,  VHA 
is  not  organized  to  provitfe  (nor  do  incentives  exist  to  change)  the  primary  care  and 
preventive  services  that  will  be  emphasized  in  healthcare  reform  iniatives.  In  order 
for  VHA  to  effectively  match  to  the  changes  in  the  healthcare  environment  it,  will 
need  to: 
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•  Organize  its  services  across  the  continuum  of  preventive,  outpatient,  inpa- 
tient and  alternate  site  services; 

•  Adopt  a  competitive  posture  to  be  attractive  to  a  broader  segment  of  veter- 
ans, potentially  as  "managed  competition"  alternative  for  all  of  Ainerica's  veter- 
ans. 

•  Participate  in  a  restructuring  of  all  federally  sponsored  direct  healthcare 
programs  (VHA,  DOD,  PHS)  to  deoulk  and  delayer  the  bureaucracies  that  man- 
age these  redundant  Federal  systems. 

As  system  structures  are  reviewed  and  revised,  the  issue  of  quality  can  be  ad- 
dressed. Unfortunately,  quality  is  like  beauty — it  is  in  the  eye  of  the  beholder. 
Healthcare  quality  has  been  traditionally  measured  by  looking  at  the  technical  out- 
comes of  care,  in  fact,  usually  by  measuring  the  bad  outcomes  of  care.  Based  on  the 
time  I  spent  with  the  Mission  Commission  and  through  reports  published  by  VHA 
with  the  joint  commission,  the  data  show  that  overall  tne  quality  of  care  using  these 
traditional  measures  is  at  least  comparable  to  care  provided  in  other  settings.  How- 
ever, I  do  not  believe  that  VHA  provides  a  high  quality  product  as  defined  by  effi- 
ciency, effectiveness,  accessibility,  satisfaction,  appropnateness  and  other  outcomes 
measures.  Applying  a  contemporary  perspective  to  quality",  VHA  does  not  have 
data  that  reflects  the  value  of  services  provided  or  improvement  in  the  health  status 
of  the  veterans  served  by  VHA. 

Hiis  latter  concept  of  health  status  is  the  key  paradigm  shift  that  will  take  place 
in  American  healthcare — the  incentives  and  rewards  will  move  from  providing  re- 
source intense  services  to  keeping  people  healthy  so  that  they  will  not  require  re- 
source intense  services.  VHA  will  need  to  become  system  in  order  to  accompUsh  that 
new  mission. 

Thank  you. 
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PREPARED  STATEMENT  OF  SENATOR  FRANK  H.  MURKOWSKI 

Thank  you,  Mr.  Chairman,  for  scheduling  this  hearing  to  discuss  two  issues  of 
great  importance  to  the  Members  of  this  Committee:  the  cost  of  VA  care  and  the 
effect  of  alternative  health  insurance  on  veterans  choice  of  health  care. 

This  Committee's  discussion  of  the  issue  of  VA  health-care  cost  comes  at  an  ap- 
propriate time.  We  are  at  the  beginning  of  serious  deliberations  about  the  future 
of  VA  health  care  and  reforms  in  America's  larger,  private-sector  health-care  sys- 
tem. If  VA  costs  less,  then  a  number  of  innovative  options  may  be  avaUable  for  dis- 
cussion. However,  if  VA  costs  more,  then  different  considerations  are  necessary. 

I  am  concerned,  Mr.  Chairman,  about  repeated  statements  made  by  Secretary 
Brown  to  the  press  that  the  VA  system  should  be  expanded  because  it  represents 
a  cost  advantage.  In  the  article,  "Expanded  VA  Care  System  Proposed,"  Secretary 
reported  ".  .  .  tremendous  cost  savings  .  .  ."  would  accrue  from  a  future  VA  system 
that  cares  for  veterans  whom  it  does  not  serve  currently  and  quotes  the  Secretary 
stating  that  VA's  cost  of  care  is  ".  .  .  16  percent  to  22  percent  below  private 
hospitals['].  .  .  ." 

I  wrote  the  Secretary  asking  that  he  please  provide  the  Committee  documentation 
of  this  study  and  others  that  reach  these  conclusions.  I  am  sorry  to  report  that,  in 
his  response.  Secretary  Brown  did  not  address  the  source  of  these  specific  costing 
figures.  I  would  note,  however,  that  the  letter  promises  additional  analysis  and 
independent  review  of  prior  VA  cost-comparisons. 

Mr.  Chairman,  I  ask  unanimous  consent  that  the  Washington  Post  article  and 
Secretary  Brown's  letter  to  me  be  printed  in  the  record  of  this  hearing. 

The  last  official  VA  cost-comparison  study  was  done  in  1986.  This  study  was  re- 
viewed by  this  Committee  and  our  House  colleagues,  the  Congressional  Office  of 
Technology  Assessment,  university  health-services  researchers  and  other  consult- 
ants in  health-care  costing  methodology.  The  general  conclusion  was  that  VA  inpa- 
tient costs  were  generally  comparable  to  costs  of  care  for  a  similar  case-mix  in  other 
settings.  This  VA  study  did  not  document  a  clear  VA  cost-advantage. 

The  1992  VA  Inspector  General  study  compared  patient-care  costs  and  outcomes 
of  so-called  "matched  pairs"  of  VA  medical  centers  and  their  university  affiliates. 
While  this  study  did  conclude  that  VA,  in  these  limited  instance,  did  provide  less 
costly  care,  this  study,  and  others,  did  not  consider  important  unreported  VA  costs 
such  as  unfunded  liabilities  and  capitalization  costs.  We  will  hear  more  about  that 
study  from  today's  VA  witness,  representing  the  IG. 

K  VA  has  new  cost-comparison  studies  demonstrating  significant  cost  advantage, 
I  would  hope  that  VA  will  make  studies  available  to  this  Committee.  Cost-compari- 
son information  is  a  key  issue  in  policy  decisions  this  year  on  health-care  eligibility 
and  VA  system  reforms. 

I  would  also  like  to  address  the  findings  of  the  GAO  and  PVA  in  their  separate 
studies  on  the  potential  effects  of  alternative  health  insurance — employer-mandated 
or  universal  access — on  veterans  choice  of  health  care.  We  will  hear  from  witnesses 
from  both  of  these  groups  and  others  on  the  validity  and  limitations  of  these  studies 
in  predicting  whether  veterans  will  stay  in  VA  or  leave. 

Identifying  the  number  of  veterans  that  would  leave  the  system  in  this  scenario 
is  critical  because  of  the  potentially  dramatic  budget  implications  it  would  have  for 
VA.  Assuming  we  can  all  agree  that  some  veterans  would  leave  the  system,  thou^, 
I  believe  another  important  question  to  be  asked  is  why  would  they  leave  VA? 

Many  factors  could  justify  veterans  exiting  the  system.  I  think  every  person,  vet- 
erans and  non-veterans,  wants  security — to  know  that  when  they  get  sick,  they  will 
have  access  to  adequate  health  care.  Currently  40  percent  of  the  veterans  using  VA 
inpatient  hospital  care  have  no  private  insurance  and  have  incomes  less  than 
$10,000.  For  these  veterans,  the  cost  of  care  presents  an  obstacle  to  care.  Therefore, 
it  would  make  sense  that  if  a  veteran  was  presented  with  alternative  health  care, 
the  choice  would  be  made  based  primarily  on  cost,  convenience  and  quality  of  care. 
I  hope  that  today's  witnesses  would  not  only  concentrate  on  the  number  of  veterans 
that  would  leave  the  VA,  but  also  address  those  factors  explaining  why  they  would 
leave. 

Thank  you  very  much,  Mr.  Chairman.  I  look  forward  to  hearing  testimony  from 
today's  witnesses. 
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The  Secretary  of  Veterans  Affairs, 

Washington.  DC.  March.  30.  1993. 

The  Honorable  Frank  Murkowski, 

U.S.  Senate.  SH-709  Hart  Senate  Office  Bldg..  Washington.  DC. 

Dear  Senator  Murkowski:  I  am  pleased  to  reply  to  your  letter  about  an  article 
by  William  McAllister  in  the  March  6,  1993,  edition  of  The  Washington  Post. 

Senator,  I  share  your  concern  that  the  Department  be  able  to  make  definitive 
statements  about  the  cost  of  effectiveness  of  its  health  care  services  delivery.  It  is 
risky  to  make  general  statements  on  the  basis  of  individual  studies,  although  the 
cited  documents  taken  together  may  suggest  to  you  as  they  do  to  me  that  VA  health 
care  does  cost  less,  perhaps  si^iilcantly  less,  than  non-VA  care.  For  example: 

•  The  average  rate  of  inflation  m  VA  hospitals  was  roughly  one-half  of  cost 
inflation  in  the  nonfederal  sector  (3.5%  vs.  7.7%  between  the  years  of  1984  and 
1988. 

•  Hospital-Based  Home  Care  in  the  VA  setting  appears  to  lower  net  per  per- 
son health  care  costs  by  13%  compared  to  conventional  ctire. 

•  The  cost  of  heart  transplants  in  the  VA  Medical  Center  at  Richmond,  Vir- 
ginia is  significantly  less  than  reported  costs  of  transplants  in  non-VA  facilities. 

•  The  use  of  Hospitiil -Based  Home  Care  for  terminally  ill  patients  in  a  VA 
setting  resulted  in  an  18%  reduction  in  the  per  capita  health  care  costs  when 
compared  to  conventional  care. 

•  Costs  of  equivalent  work  units  in  VA  Medical  Centers  were  less  than  two 
thirds  the  costs  of  comparable  university  hospitals. 

A  brief  summary  of  the  studies  from  which  these  observations  came  is  enclosed. 

I  believe  the  Department  needs  to  have  a  logical,  coherent  understanding  of  its 
costs.  I  have  directed  a  thorough  analysis  of  all  existing  costs  comparison  studies 
to  include  their  methodological  strengths  and  weaknesses.  This  study  will  be  per- 
formed by  researchers  at  the  Institute  for  Health  Policy  at  the  Florence  Heller 
Graduate  School  for  Advanced  Studies  of  Social  Welfare  at  Brandeis  University  and 
will  also  include  an  integrated  summary  of  their  findings.  It  will  be  the  first  step 
toward  producing  more  definitive  statements  about  the  costs  of  VA  care  compared 
to  non-VA  care. 

I  do  appreciate  the  opportunity  to  continue  discussions  with  you  about  this  critical 
issue. 

Sincerely, 

Jesse  Brown. 
Enclosure 


Summary  of  Selected  Studies  Comparing  VA  Costs  of  Health  Care  with 
Costs  of  Care  in  Nonfederal  Settings 

Management  Science  Group,  Boston,  MA. 

A  Comparison  of  the  Operating  Costs  and  Performance  of  VA  and  Nonfederal  Hos- 
pitals: 1984-1988. 

This  is  a  summary  of  an  ongoing  evaluation  comparing  relative  expenditures 
per  hospital  discharge  and  expenditure  per  inpatient  day  of  care  between  a 
sample  of  118  VA  and  901  nonfederal  hospitals.  Data  from  VA  hospitals  were 
drawn  from  the  Centralized  Accounting  for  Local  Management  (CALM)  finan- 
cial accounting  system,  the  Patient  Treatment  File  (KTF)  patient  discharge 
files,  and  the  VA  Outpatient  and  Nursing  Home  files.  Data  from  nonfederal  hos- 
pitals were  taken  from  the  Annual  Survey  of  Hospitals  by  the  American  Hos- 
pital Association  (AHA  files)  and  the  Hospital  Cost  Reporting  Information  Sys- 
tem (HCRIS)  data  files.  This  study  found  that  the  average  expenditure  per  ad- 
justed discharge  in  the  VA  was  7%  and  13%  hi^er  than  the  nonfederal  sector 
in  1984  and  1985  respectivehr,  and  5%  lower  than  the  nonfederal  in  1986.  For 
the  two  most  recent  years  of  1987  and  1988,  the  average  expenditures  per  ad- 
justed discharge  in  the  two  sectors  diflered  by  less  than  1  percent.  The  cost  per 
inpatient  day  was  much  lower  for  the  VA.  Noteworthy  was  the  finding  that  the 
average  annual  rate  of  cost  inflation  in  the  VA  was  roughly  one-half  of  cost  in- 
flation in  the  nonfederal  sector  (3.5%  vs.  7.7%).  An  extension  of  this  study,  cur- 
rently in  its  final  stages,  will  update  operational  comparisons  through  1990. 
Joan  E.  Cummings,  MD.,  Susan  L.  Hughes,  D.S.W.,  Frances  M.  Weaver,  Ph.D., 
et.al. 

Cost-effectiveness  of  Veterans  Administration  Hospital-Based  Home  Care:  a  ran- 
domized clinical  trial. 
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This  study  was  a  randomized  trial  that  assigned  patients  to  either  hospital- 
based  home  care  (n=211)  or  customary  care  (n=208).  Findings  included  signifi- 
cantly higher  (0.1  on  a  three-point  scale)  patient  and  caregiver  satisfaction  with 
care  at  1  month  and  lower  Veterans  Adnunistration  and  private  sector  hospital 
costs  ($3000  vs  $4245)  for  the  experimental  group.  Net  per  person  health  care 
costs  were  also  13%  lower  in  the  experimental  group.  This  study  concluded  that 
this  model  of  hospital-based  home  care  is  cost-eiTective  and  expansion  through- 
out the  Veterans  Administration  system  can  improve  patient  at  no  additional 
cost. 

Szabolef  Szentpeteiy,  M.D.,  Mitchell  H.  Goldman,  M.D.,  Daniel  Woody,  M.D.,  et.  al. 

Orthotopic  Cardiac  Tremsplantation  in  a  Veterans  Administration  Hospital 

This  study  reviews  the  experience  with  cardiac  transplantation  at  the  VA  Medi- 
cal Center  in  Richmond,  Virginia.  The  cost  to  the  medical  center  was  calculated 
at  $23,275  more  than  the  cost  of  performing  uncomplicated  cardiac  surgery  at 
the  center.  This  finding  contrasts  with  average  one  year  cost  of  cardiac  trans- 
plantation in  non-VA  lacilities  which  ranges  from  $50,000  to  $175,000.  While 
there  are  significant  difficulties  in  comparing  transplantation  between  the  VA 
and  non-VA  facilities  due  to  differences  such  as  VA  providing  travel  and  living 
supjport  for  patients  waiting  for  transplants,  the  difference  in  apparent  cost  is 
stnking. 

Susan  L.  Hughes,  Joan  Cummings,  Frances  Weaver,  et.  al. 

A  Randomized  Trial  of  the  Cost  Effectiveness  of  VA  Hospital-Based  Home  Care  for 

the  Terminally  111. 

This  study  randomized  assigned  171  terminally  ill  patients  with  informal 
caregivers  to  either  a  VA  hospital-based  team  home  care  (n=85)  or  customary 
care  (n=86).  Those  patients  in  the  experimental  group  used  5.9  fewer  VA  hos- 

§ital  days  with  a  resulting  18%  reduction  in  the  per  capita  health  care  costs, 
atisfaction  with  care  also  was  higher  in  the  experimental  group  for  both  the 
patient  and  the  caregiver.  This  study  indicates  that  this  form  of  care  for  the 
terminally  ill  would  increase  satisfaction  with  care  at  no  additional  cost. 
Department  of  Veterans  Affairs,  Office  of  Inspector  General,  Office  of  Healthcare  In- 
spections 

Comparison  of  Costs  and  Outcomes  of  Matched  Pairs  of  VAMCS  and  Their  Univer- 
sity Affiliates 

This  study  compared  workload,  expenditures  and  certain  mortality  data  be- 
tween 15  matched  pairs  of  major  VAMCs  and  their  affiliated  state  university 
teaching  hospitals.  VAMC  costs  per  eouivalent  work  units  were  significantly 
lower— less  than  two  thirds  the  costs  of  comparable  university  hospitals.  There 
were  no  significant  differences  between  the  groups  in  overall  observed  mortality 
for  males  65  or  older  (VAMCs  were  approximately  one  percent  lower).  Also, 
there  were  no  apparent  differences  in  the  mortality  rates  of  the  pairs  after  sur- 
gical treatment  of"  prostatic  disease. 


[From  The  Washington  Post,  Mar.  6,  1993] 

Expanded  VA  Care  System  Proposed 

Secretary  Brown  Would  Open  Hospitals  to  All  26  Million  Veterans 

(By  Bill  McAllister) 

The  new  head  of  the  Department  of  Veterans  Aff"airs  is  touting  an  idea  that  could 
endear  him  to  the  nation's  26  million  veterans:  he  wants  the  government  dramati- 
cally to  expand  the  VA's  health  care  system. 

Coming  at  a  time  when  the  Clinton  administration  is  talking  about  streamlining 
government,  VA  Secretary  Jesse  Brown  may  seem  to  be  out  of  step. 

But  Brown  argues  that  his  plan  is  "consistent  with  the  president's  vision"  for  a 
new  health  care  system  and  would  "not  bankrupt  the  system."  Indeed,  the  new  sec- 
retary said  his  plan,  which  he  has  laid  before  the  While  House  task  force  on  health 
care,  may  save  taxpayers  money. 

Brown's  proposal  calls  for  giving  the  estimated  23  million  veterans  who  do  not  use 
VA  hospitals  a  chance  to  "buy  into"  the  VA  health  care  system  using  either  private 
insurance  funds  or  the  federal  government's  Medicare  and  Medicaid  funds. 

Assuming  enough  veterans  signed  up,  that  approach  not  only  could  cure  the 
chronic  funding  problems  facing  the  VA's  171  hospitals,  Brown  seiid,  but  it  could 
also  help  the  White  House  get  a  nandle  on  soaring  medical  costs. 
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Citing  VA  studies  showing  that  system  can  provide  medical  care  at  costs  16  per- 
cent to  22  percent  below  private  hospitals,  Brown  said  in  an  interview  this  week 
that  "tremendous  cost  savings"  argues  strongly  that  the  VA  health  care  system 
should  become  a  "laboratory"  for  health  care  reform. 

Brown's  plan,  similar  to  proposals  long  advocated  by  veterans  service  organiza- 
tions, poses  a  major  policy  (question  for  the  White  House.  Will  Clinton  and  Congress 
allow  the  VA  to  use  Medicare  and  Medicaid  ^nds  and  allow  the  VA  to  treat  veter- 
ans who  do  not  currently  qrualify  or  VA  health  care? 

That  concept  has  been  shot  diswn  by  Congress  and  the  Office  of  Management  and 
Budget  in  the  past.  But  with  the  White  House  conmiitted  to  controlhng  medical 
costs,  Brown  said  this  may  be  his  "window  of  opportunity"  to  change  the  VA  health 
care  system.  "It  just  makes  good  business  sense,"  Brown  said  of  his  proposal. 

The  new  secretary,  a  48-year-old  combat-inured  Marine  who  was  executive  direc- 
tor of  the  Disabled  American  Veterans  Washmgton  oflice,  has  no  commitment  from 
the  White  House  or  its  health  care  task  force  on  the  issue.  Brown  is  a  member  of 
the  task  force  headed  by  First  Lady  Hillary  Rodham  Clinton. 

But  Brown  has  been  allowed  to  argue  freely  for  expansion  at  a  time  most  federal 
agencies  are  downsizing,  a  sign  veterans  organizations  find  encouraging.  John  Han- 
son, a  health  care  specialist  for  the  American  Legion,  said  his  group,  the  largest  vet- 
erans organization,  is  delighted.  "He  sounded  like  he  was  reciting  our  plan,"  Hanson 
said. 

Hanson  said  Brown's  efforts  could  determine  whether  "the  VA  can  be  a  health 
care  player"  or  will  "wither"  into  a  smaller  system  of  nursing  homes  and  specialized 
hospitals,  the  direction  things  appeared  to  be  taking  under  President  Geoiige  Bush. 

Brown  said  he  has  no  cost  figures  on  his  proposal  but  the  VA  staff  is  now  "fact- 
finding." Some  VA  officials  estimate  that  Brown  s  proposal  mi^t  double  the  number 
of  veterans  treated  at  the  hospitals. 

Brown  said  most  VA  patients  now  have  service-connected  ailments  or  are  consid- 
ered too  poor  to  afford  private  care.  A  confusing  patchwork  of  regulations  deter- 
mines which  veterans  can  be  treated.  Brown  said. 

Brown  said  VA  hospitals  are  underfunded  and  understaffed.  Consequently,  "We 
are  turning  veterans  away,"  he  said. 

At  the  same  time  Brown  preaches  health  care  expansion,  he  has  been  assuring 
the  administration  that  veterans  will  share  in  the  government  spending  cuts  that 
Clinton  plans  as  long  as  the  cuts  are  "fair."  The  DAV  where  he  worked  for  the  past 
26  years  recently  told  Congress  its  members  would  go  without  a  cost-of-living  ad- 
justment in  their  VA  benefits  if  other  entitlement  programs  did  too. 

The  Clinton  team  tai^eted  the  VA  to  boost  its  home-loan  program  fees  and  make 
permanent  other  service  charges  that  the  Bush  administration  had  imposed  tempo- 
rarily. It  has  also  been  directed  to  stretch  out  some  major  construction  projects  to 
achieve  savings  and  trim  staff  by  9,000  over  four  years. 

Brown  said  some  of  those  proposals  are  still  being  debated  in  the  administration, 
but  that  when  the  budget  process  is  completed,  he  said  most  veterans  will  conclude 
the  president  treated  them  "fairly." 

The  secretary  predicted  that  the  White  House  will  announce  many  of  the  VA's  re- 
maining 12  political  appointments  soon. 

Brown  had  his  first  run-in  with  Congress  this  week  and  retreated  from  his  deci- 
sion to  name  the  VA's  top  medical  officer,  James  W.  Holsinger  Jr.,  to  the  post  of 
distinguished  VA  physician  at  a  salary  of  $160,000  a  year.  After  members  com- 
plained. Brown  asked  the  White  House  to  allow  Holsinger  to  remain  the  VA's  under- 
secretary for  health  at  his  current  salary  of  $182,800  until  his  successor  is  selected, 
probably  this  summer. 

In  the  interim,  aides  said  Brown  intends  "take  a  hard  look"  at  the  distinguished 
physician  program  which  was  attacked  for  providing  high-paying  jobs  with  bttle  re- 
sponsibility to  former  VA  hospital  executives.  Brown  froze  the  applications  of  three 
other  doctors  to  the  program. 


PREPARED  STATEMENT  OF  SENATOR  STROM  THURMOND 

Mr.  Chairman,  it  is  a  pleasure  to  be  here  today  to  receive  testimonv  on  factors 
affecting  veterans'  demand  on  health  care  services  and  comparisons  between  VA 
and  non-VA  health  care  costs.  I  want  to  commend  vou,  Mr.  Chairman,  and  the  dis- 
tinguished Ranking  Minority  Member,  Senator  Murkowski,  for  scheduling  this  hear- 
ing on  these  important  issues.  I  would  also  like  to  welcome  our  distinguished  pan- 
els. This  Committee  appreciates  your  dedication  to  all  veterans  and  we  value  the 
contribution  of  your  knowledge  and  expertise. 


199 

The  provision  of  quality  health  care  to  the  veterans  of  this  country  has  always 
been  a  matter  of  great  concern  to  me.  As  we  consider  possible  outcomes  of  national 
health  care  reform,  and  the  potential  effects  on  the  demand  for  VA  health  care  serv- 
ices, we  must  give  proper  consideration  to  the  unique  needs  of  veterans. 

As  the  Nation's  largest  health  care  system,  there  is  no  question  that  the  VA  sys- 
tem will  be  impacted  by  health  care  reform.  As  the  Conmiittee  charged  with  over- 
sight of  the  delivery  of  health  care  to  our  veterans,  we  must  ensure  that  the  men 
and  women  who  serve  this  country  are  provided  with  the  levels  of  care  they  need 
and  deserve,  within  the  limitations  of  the  budget. 

Mr.  Chairman,  a  related  issue  to  the  demand  for  veterans  health  care  is  the  cost 
of  that  health  care.  A  number  of  studies  have  been  conducted  regarding  cost  com- 

f>arison8  between  VA  and  non-VA  health  care  facilities.  Such  comparisons  are  dif- 
icult  because  of  the  uniqueness  of  many  VA  services  and  the  clientele  it  serves.  In 
addition,  many  indirect  costs  are  not  factored  into  VA  data  used  in  making  compari- 
sons. 

The  ultimate  goal  is  the  provision  of  quality  health  care  at  the  lowest  possible 
cost.  The  Committee  must  weidi  the  competmg  demands  on  limited  Federal  re- 
sources. This  hearing  today  will  provide  us  with  valuable  insight  on  what  role  the 
VA  health  care  system  may  play  in  overall  health  care  delivery  and  cost  factors 
which  must  be  considered. 
Mr.  Chairman,  I  look  forward  to  reviewing  the  testimony. 


PREPARED  STATEMENT  OF  SENATOR  ALAN  K.  SIMPSON 

I  am  pleased  to  be  here  today  for  this  hearing  regarding  the  comparison  between 
the  cost  of  VA  and  non-VA  health  care,  as  well  as  factors  affecting  veterans'  demand 
for  health  care  services. 

I  believe  that  this  hearing  is  needed  and  I  trust  that  some  substantive  ideas  will 
come  forth  as  a  result  of  our  meeting. 

I  wish  to  welcome  the  panelists  on  both  panels  who  are  all  highly  respected  in 
their  own  specialized  fields  relating  to  health  care  delivery  issues. 

It  is  so  very  necessary  for  us  to  include  the  study  of  the  VA  in  any  type  of  health 
care  system  reform.  Indeed,  as  the  President's  task  force  on  health  care  reform  is 
currentlv  meeting  and  planning  for  some  type  of  future  national  health  care  system, 
we  would  be  negligent  if  we  md  not  include  the  VA  health  care  system  in  our  re- 
search and  analysis. 

We  must  determine  where  the  VA  fits  in  to  some  type  of  national  health  care  sys- 
tem. Does  it  "fit  in"  at  all?  Can  it  be  used  as  a  moael  for  a  national  health  care 
system?  Why?  Why  not?  How  wUl  it  ftt  in? 

Do  we  need  community-based  solutions  or  should  we  rely  on  the  Federal  Govern- 
ment or  some  other  institution  to  mandate  a  solution? 

All  of  these  are  legitimate  questions.  We  must  seek  the  best  answers  for  the  bet- 
ter care  of  all  Americans. 

Our  responsibility  on  this  Committee  must  be  to  determine  how  our  Nation's  vet- 
erans will  be  part  of  that  solution. 

AU  factors  must  be  taken  into  account,  all  ideas  should  be  considered,  whether 
that  implies  universal  care,  or  mandated  care,  or  "managed  care"  or  possibly,  a  hy- 
brid of  tne  different  concepts. 

The  fact  of  the  matter  is  that  we  face  a  Herculean  challenge  to  the  tune  of  $800 
billion  a  year.  That  cannot  continue  if  we  wish  for  our  economy  to  grow  stronger. 

We  must  arrive  at  a  fiscally  sound,  compassionate,  comprehensive  solution  to  mis 
dilemma  which  all  of  our  Nation  now  faces. 

This  hearing  is  the  continuation  of  the  process  which  we  have  begun  in  order  to 
arrive  at  a  reasonable,  realistic  and  rationale  resolution  to  the  challenges  facing  our 
Nation,  regarding  health  care  issues. 

I  welcome  this  action.  Thank  you,  Mr.  Chairman. 


PREPARED  STATEMENT  OF  DAVID  P.  BAINE,  DIRECTOR,  FEDERAL  HEALTH 
CARE  DELIVERY  ISSUES,  GENERAL  ACCOUNTING  OFFICE 

Summary 

At  the  request  of  Senator  Frank  Murkowski,  GAO  reported  in  June  1992  on 
the  potential  effects  of  employer-mandated  health  insurance  and  universal 
health  insurance  on  demand  for  Department  of  Veterans  Affairs  (VA)  supported 
health  care. 
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Demand  for  VA  inpatient  services,  as  measured  by  days-of-care  provided  to 
veterans,  could  drop  by  about  18  percent  if  employers  nationwide  were  man- 
dated to  either  provide  health  insurance  for  their  workers  or  pay  a  tax  that 
would  be  used  to  obtain  the  coverage.  Under  a  nationwide  universal  health 
plan,  the  impact  could  be  even  greater — demand  for  VA  inpatient  care  could 
drop  bv  about  47  percent. 

GAO's  estimates  are  based  on  its  analysis  of  VA's  "1987  Survey  of  Veterans." 
These  estimates  were  developed  based  on  expected  changes  in  behavior  of  veter- 
ans who  had  no  public  or  private  health  insurance  if  they  obtained  health  insur- 
ance under  a  reformed  hesdth  care  system.  We  assumed  that  veterans  with  no 
public  or  private  health  insurance  would,  over  time,  change  their  use  of  VA 
services  to  mirror  that  of  insured  veterans.  Many  factors,  such  as  the  types  of 
services  covered  and  the  extent  of  cost  sharing,  will  affect  future  use  of  VA  serv- 
ices by  such  veterans. 

These  factors  may  also  affect  future  use  of  VA  care  by  the  approximately  60 
percent  of  VA  patients  who  have  public  or  private  health  insurance.  For  exam- 
ple, if  a  universal  coverage  plan  ofiers  more  comprehensive  services  with  less 
cost  sharing  than  Medicare,  some  Medicare  eligible  veterans  currently  using  VA 
might  shift  to  private  sector  hospitals.  On  the  other  hand,  if  the  universal  cov- 
erage plan  is  less  comprehensive  or  provides  greater  cost  sharing  than  private 
health  insurance  plans,  more  veterans  who  currently  rely  on  private  sector  fa- 
cilities ought  seek  VA  services. 
Mr.  Chairman  and  Members  of  the  Committee,  we  are  pleased  to  be  here  today 
to  discuss  the  potential  effects  of  health  financing  reforms  on  the  Department  of 
Veterans  Affairs  (VA)  health  care  system.  Our  testimony  will  focus  primarily  on  our 
June   1992  report  on  the  potential  effects  of  employer-mandated  and  universal 
health  insurance  proposals  on  demand  for  services  under  the  VA  health  care  sys- 
tem.^ In  addition,  we  will  discuss  the  potential  effects  of  eligibility  reform  on  de- 
mand for  VA  services. 

Mr.  Chairman,  we  believe  that  reforms  to  the  nation's  health  care  system  and  VA 
eligibility  could  have  a  profound  effect  on  demand  for  VA  health  care  services.  How- 
ever, the  ultimate  impact  of  such  reforms  cannot  be  reliably  predicted  until  the  na- 
ture and  extent  of  the  reforms  are  determined.  As  a  result,  we  believe  that  the  VA 
health  care  system  should  be  included  in  the  discussions  of  fundamental  reform  of 
the  American  health  care  system  and  are  pleased  that  VA  is  represented  on  the 
President's  task  force  on  health  reform.  We  also  believe,  however,  that  the  uncer- 
tainties surrounding  the  future  demand  for  veterans  health  care  services  create  a 
more  immediate  concern:  if  VA  continues  to  build  hospitals  based  on  current  de- 
mand, the  hospitals  could  have  significant  excess  capacity  before  they  even  open. 

Background 

VA  administers  the  nation's  largest  health  care  network  with  171  hospitals,  126 
nursing  homes,  and  hundreds  of  outpatient  clinics.  About  10  percent  of  the  nation's 
27  million  veterans  use  VA  health  care  services. 

When  VA  was  established  in  1930,  private  and  public  health  insurance  were  vir- 
tually nonexistent.  The  first  Blue  Cross  and  Blue  Shield  plans  emerged  in  the 
19305,  followed  qjuickly  by  commercial,  for-profit,  health  insurance.  By  1991,  over 
180  nullion  Americans  were  covered  by  private  health  insurance.  In  1965,  the  Con- 
gress established  the  two  largest  public  nealth  insurance  programs:  Medicare  serv- 
ing about  34  million  elderly  and  disabled  Americans  and  Medicaid  serving  about  28 
million  low-income  Americans. 

Because  of  the  groMrth  of  public  and  private  health  benefits  programs,  many  veter- 
ans now  have  coverage  under  multiple  programs.  In  1987,  almost  80  percent  of  all 
veterans  were  covered  by  private  health  insurance.  In  fact,  veterans  were  slightly 
more  likely  to  have  private  insurance  than  nonveterans.  Similarly,  about  30  percent 
of  veterans  are  over  age  65  and  eligible  for  Medicare. 

While  most  veterans  now  have  altemate  sources  of  payment  for  health  care  serv- 
ices, there  are,  nonetheless,  many  veterans  without  health  insurance  or  without 
adequate  resources  to  pay  the  copayments  and  deductibles  required  under  their  pri- 
vate or  public  insurance.  These  veterans  are  the  ones  most  likely  to  use  VA  services. 
For  example,  about  40  percent  of  veterans  using  VA  inpatient  hospital  care  have 
no  public  or  private  insurance  and  about  40  percent  have  incomes  of  less  than 
$10,000.^  VA  IS  justifiably  proud  that  its  resources  are  focused  heavily  on  serving 


I'^A  Health  Care:  Alternative  Health  Insurance  Reduces  Demand  for  VA  Care^  (GAO/HRD- 
92-79,  June  20,  1992). 

""Survey  of  Medical  System  Users,"  VA,  Febniaiy  1990. 
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those  veterans  who  have  limited  options  for  meeting  their  health  care  needs.  VA's 
success  in  targeting  its  resources  to  veterans  without  other  sources  of  payment, 
however,  also  lorms  the  basis  for  concern  that  many  of  those  same  veterans,  if  given 
other  options,  might  choose  to  obttdn  future  care  in  the  private  sector. 

Scope  and  Methodology 

Before  I  discuss  the  results  of  our  analysis,  I  would  like  to  spend  a  few  moments 
describing  how  we  developed  our  estimates  of  the  number  of  veterans  who,  if  given 
other  options,  might  choose  to  leave  the  VA  system  for  care  in  the  private  sector. 
Our  estimates  are  based  on  analyses  of  VA's  "1987  Survey  of  Veterans."  VA  de- 
signed the  survey  in  conjunction  with  the  Bureau  of  the  Census  to  assess  the  status 
and  well  being  of  veterans  across  the  nation.  The  approximately  11,000  veterans 
sampled  were  selected  from  households  sampled  in  Census'  broatier  "Current  Popu- 
lation Survey." 

The  "Survey  of  Veterans"  contains  information  on  the  number  of  veterans,  their 
employment  status,  their  health  insurance  coverage,  and  their  use  of  VA  medical 
facilities.  We  used  these  data  to  calculate  (1)  the  rate  at  which  veterans  with  and 
without  private  health  insurance  use  VA  health  care,  (2)  the  number  of  veterans 
who  would  likely  obtain  alternate  health  coverage  under  employer  mandates  and 
universal  coverage,  and  (3)  the  change  in  overall  use  of  VA  facilities  as  veterans 
who  obtain  alternate  health  coverage  reduce  their  use  of  VA-sponsored  health  care. 

Alternate  Insurance  Decreases  Demand  for  VA  Services 

Any  health  care  reform  program  that  would  expand  insurance  coverage  among 
veterans  could  substantially  reduce  demand  for  VA-sponsored  care.  For  example,  we 
estimate  that  demand  for  VA  inpatient  services,  as  measured  by  days  of  care  pro- 
vided to  veterans,  could  drop  bv  about  18  percent  if  employers  nationwide  were 
mandated  to  either  provide  health  insurance  for  their  workers  or  pay  a  tax  that 
would  be  used  to  obtain  the  coverage.  Similarly,  demand  for  outpatient  services 
could  drop  by  about  9  percent. 

Our  estimates  are  based  on  the  premise  that  veterans  obtaining  alternate  health 
insurance  under  employer  mandates  would,  over  time,  reduce  their  use  of  VA  health 
care  to  the  lower  rates  that  characterize  veterans  who  now  have  private  health  in- 
surance. For  example,  veterans  without  private  coverage  were  eight  times  more  like- 
ly to  use  VA  inpatient  care  than  veterans  with  private  health  insurance.  Although 
several  factors,  such  as  the  differences  in  the  income  of  the  employed-insured  and 
employed-uninsured,  could  reduce  the  effect  of  employer  mandates,  we  believe  that 
there  would  be  significant  decreases  in  demand  for  VA  care  if  employer  mandates 
were  implementecL 

Under  a  nationwide  universal  coverage  plan,  we  estimate  that  the  effect  could  be 
even  greater — demand  for  VA  inpatient  care  could  drop  by  about  47  percent.  Like- 
wise, use  of  VA  outpatient  care  could  drop  by  about  41  percent.  Under  a  universal 
health  insurance  plan,  veterans  who  would  not  be  covered  by  employer  mandates, 
including  the  uninsured,  retired,  and  part-time  workers,  would  gain  coverage. 

Because  veterans  with  private  insurance  tend  to  use  VA  care  at  a  lower  rate  than 
veterans  with  public  insurance — ^that  is.  Medicare  or  Medicaid — the  decrease  in  de- 
mand for  VA  services  might  vary  depending  on  whether  the  universal  plan  adopted 
resembled  a  private  or  public  plan.  In  either  case,  we  believe  the  decrease  would 
be  substantisu. 

Many  factors  could  affect  the  extent  to  which  a  universal  plan  affects  demand  for 
VA  services.  For  example,  the  more  comprehensive  the  package  of  benefits  included, 
the  greater  the  likely  decrease  in  demand  for  VA  services.  On  the  other  hand,  if 
the  univeraal  coverage  plan  includes  substantial  beneficiary  cost  sharing,  demand 
for  VA  services  could  decrease  less. 

VA  Usage  by  Currently  Insured  Veterans  Could  Also  Change 

Our  June  1992  report  focused  only  on  the  potential  change  in  behavior  of  those 
uninsured  veterans  currently  using  VA  services.  But  health  reforms  could  also 
change  the  usage  patterns  of  those  veterans  already  covered  by  private  or  public  in- 
surance. For  example,  if  the  reformed  health  care  system  replaces  veterans'  private 
health  insurance  with  benefits  that  are  less  comprehensive  or  require  greater  cost 
sharing,  veterans  who  currently  use  their  private  insurance  to  obtain  care  in  the 
private  sector  might  increasingly  seek  care  from  VA.  On  the  other  hand,  if  the  re- 
formed health  system  provides  Medicare-eligible  veterans  more  comprehensive  bene- 
fits or  less  cost  sharing  than  they  now  have,  we  could  see  a  fUrther  decrease  in  use 
of  VA  services.  Two  of  the  gaps  in  Medicare  coverage  that  have  been  mentioned  as 
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potential  benefits  under  the  reformed  system  are  prescription  drugs  and  long-term 
nursing  home  care.  The  differences  between  the  coverages  and  cost  sharing  provided 
under  the  current  Medicare  program  and  a  reformed  health  care  system  are  impor- 
tant because  over  half  of  the  veterans  who  use  VA  inpatient  services  are  eligible 
for  Medicare. 

One  significant  change  has  already  occurred  that  could  affect  future  demand  for 
VA  care  by  such  Medicare-eligible  veterans.  Although  most  provisions  of  the  Medi- 
care Catastrophic  Coverage  Act  of  1988  were  repealed,  a  provision  remains  that  re- 
Suires  state  Medicaid  pro-ams  to  pay  the  Medicare  premiums,  coinsurance,  and 
eductibles  of  certain  low-income  elaerly.^  The  provisions  are  being  phased  in  and 
will  be  fully  implemented  in  1995.  Because  low-income  veterans  are  more  likely  to 
seek  VA  services,  the  availability  of  cost-free  care  from  private  sector  physicians  and 
facilities  through  combined  Medicare  and  Medicaid  coverage  could,  over  time,  reduce 
elderly  veterans'  demand  for  VA  care. 

Effects  on  Demand  for  Nursing  Home  Care  Would  Also  Vary 

To  this  point,  we  have  focused  mainly  on  the  effects  health  reforms  could  have 
on  demand  for  acute  care  services.  We  would  like  to  turn  now  to  the  potential  effects 
of  health  reform  on  demand  for  VA-suppwrted  nursing  home  care. 

Even  if  future  employer-mandated  health  insurance  provides  coverage  for  nursing 
home  care,  the  mandates  are  not  likely  to  have  a  significant  effect  on  the  demand 
for  VA-supported  nursing  home  care.  This  is  because  most  VA  nursing  home  care 
is  provided  to  elderly  veterans  who  are  retired  and  would  not  be  affected  by  em- 
ployer mandates.  In  addition,  the  limited  nature  of  nursing  home  coverage  under 
most  employer-provided  health  insurance  means  that  many  veterans  neemng  such 
care  would  Ukely  continue  to  seek  it  from  VA. 

Universal  coverage  could,  however,  have  a  more  si^ificant  effect  on  the  demand 
for  VA  nursing  home  care  to  the  extent  that  the  universal  coverage  plan  provides 
coverage  of  long-term  care  services.  Most  health  care  programs,  other  than  VA  and 
Medicaid,  currently  provide  limited  coverage  of  long-term  nursing  home  care.  If  the 
reformed  health  care  system  includes  long-term  nursing  home  coverage,  it  could 
lead  to  a  decline  in  demand  for  VA-supported  care.  The  extent  of  the  decline  in  de- 
mand for  VA  care  would  likely  depend  largely  on  the  extent  of  cost  sharing  imposed 
under  aiw  new  program.  This  is  important  because  there  is  limited  beneficiary  cost 
sharing  for  VA-supported  nursing  home  care,  other  than  that  provided  in  state  vet- 
erans homes.* 

Reform  of  VA  Eligibility  Could  Affect  Future  Demand  for  VA  Services 

Just  as  reform  of  the  nation's  health  care  system  could  affect  demand  for  VA 
health  care  services,  so  too  could  reform  of  the  VA  eligibility  system  itself.  This 
issue  is  likely  to  be  the  subject  of  extensive  congressional  debate  before  this  and 
other  committees  in  the  coming  year.  The  decisions  made  on  eligibility  reform,  like 
the  decisions  on  how  to  reform  the  nation's  health  care  system,  could  have  a  signifi- 
cant effect  on  future  demand  for  VA  health  care  services.  Let  me  explain. 

VA's  Commission  on  the  Future  Structure  of  Veterans  Health  Care  recommended 
major  reform  of  VA  eligibility  in  its  November  1991  report  to  the  Secretary.  The 
Commission  noted  that  eligibility  rules  are  complex  and  confusing.  VA  eligibihty  dif- 
fers for  hospital  care,  outpatient  care,  and  long-term  care,  and  varies  according  to 
the  veteran  s  status  and  type  of  care  needed.  As  a  result,  a  veteran  eligible  for  hos- 
pital care  may  not  be  eligible  for  outpatient  care  other  than  to  prepare  for  or  as 
a  followup  to  hospital  care.  Similarly,  a  veteran  may  be  able  to  obtain  outpatient 
care  for  a  service-connected  disability  but  not  for  nonservice-connected  conoitions. 
This,  incidentally,  may  be  one  of  the  factors  contributing  to  veterans'  decisions  to 
use  private  sector  rather  than  VA  health  care  facilities. 

In  March  1992,  the  Deputy  Secretary  of  Veterans  Affairs  established  a  task  force 
to  develop  jproposals  for  eligibility  reform.  The  task  force  developed  four  alternative 
proposals  for  reforming  VA  health  care  eligibility.  The  task  force  predicts  widely 
varying  VA  work  loads  depending  on  which,  if  any,  of  the  proposals  is  adopted.  For 


^The  provisions  apply  to  qualified  Medicare  beneficiaries  that  is,  aged  and  disabled  persons 
who  are  receiving  Medicare,  whose  family  inconnes  are  below  100  percent  of  the  federal  poverty 
level  ($6,970  for  a  single  person),  and  whose  resources  do  not  exceed  twice  the  allowable  amount 
under  the  federal  Supplemental  Security  Income  program.  These  provisions  were  expanded  to 
cover  Medicare  beneficiaries  with  incomes  of  up  to  120  percent  of  the  federal  poverty  level  by 
the  Omnibus  Budget  Reconciliation  Act  of  1990. 

♦"VA  Health  Care:  Offsetting  Long-Term  Care  Costs  by  Adopting  State  C<q>ayment  I^ractices' 
(GAO/HRD-92-96,  Aug.  12,  1992). 
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example,  the  predicted  number  of  inpatient  hospital  patients  treated  ranges  from 
1  million  to  about  3  million;  the  predicted  number  of  outpatient  visits  ranges  from 
24  million  to  57  million;  and  the  average  daily  census  of  long-term  care  patients 
ranges  from  70  thousand  to  593  thousand. 

(Sir  point  in  mentioning  these  numbers  is  not  to  comment  on  the  merits  of  the 
various  eligibilitv  reform  options.  Rather,  we  want  to  emphasize  the  uncertainty 
that  surrounds  the  future  structure  of  the  VA  system.  As  with  the  issue  of  reform- 
ing the  nation's  health  financing  system  in  general,  until  the  Congress  reaches  deci- 
sions on  eligibility  reforms,  aocuratelv  predicting  how  many  VA  hospital  and  nurs- 
ing home  beds  will  be  needed  in  the  mture  or,  for  that  matter,  how  large  outpatient 
clinics  should  be  is  nearly  impossible. 

In  summary,  Mr.  Chairman,  the  net  effects  of  reforms  to  the  nation's  health  care 
financing  system  and  VA  eligibility  on  future  demand  for  VA  health  care  will  not 
be  known  for  some  time.  This  uncertainty  leads  us  to  believe  that  the  Congress,  at 
least  in  the  short-run,  should  limit  construction  of  additional  VA  capacity  until 
health  reforms  take  shape  and  the  effects  on  future  demand  for  VA  services  can  be 
more  accurately  predicted. 

This  concludes  mv  prepared  statement.  We  will  be  happy  to  answer  any  questions 
that  you  or  other  Members  of  the  Committee  may  have. 


PREPARED  STATEMENT  OF  DR.  DONALD  L.  CUSTIS,  ASSOCIATE  EXECU- 
TIVE DIRECTOR  FOR  HEALTH  POLICY,  PARALYZED  VETERANS  OF  AMER- 
ICA 

Mr.  Chairman,  I  appreciate  the  opjportunity  to  address  this  committee  and,  as  al- 
ways, count  it  a  privilege  to  do  so.  Tne  published  purpose  of  this  hearing  is  to  pro- 
vide "Oversight  of  Cost  and  Other  Factors  Affecting  Veterans'  Choice  of  Health 
Care".  It  is  my  understanding  that  we  of  this  panel  are  to  address  the  second  part 
of  that  title.  Although  the  term  "other  factors"  lacks  specificity,  its  meaning  is  clear 
to  all  of  us.  We  are  acutely  concerned  that  national  health  care  reform  presents  a 
daunting  challenge  for  the  VA  health  care  system.  And  I  would  wager  that  most 
of  us  here  would  agree  on  what  the  VA  must  do  to  meet  that  challenge  as  an  oppor- 
tunity. 

Although  deliberations  of  the  President's  task  force  on  health  C6U«  reform  are 
closely  held  and,  reportedly,  still  fluid,  enough  information  has  found  its  way  into 
the  press  and  the  health  care  literature  that  our  considerations  today  can  be  oased 
on  certain  assumptions.  It  now  seems  quite  likely  that  the  administration's  reform 
proposal  will  feature  some  meld  of  managed  competition  and  budget  controls,  that 
the  basic  package  of  benefits  will  be  considerably  more  than  "bare  bones",  and  that 
government  subsidies  will  help  assure  universal  coverage. 

As  you  know,  I  have  for  some  time  been  involved  in  the  Strategy  2000  study  of 
the  Paralyzed  Veterans  of  America's  (PVA)  titled  "The  VA  Responsibility  in  Tomor- 
row's National  Health  Care  System".  The  advisory  panel  of  nationally  prominent 
consultants  for  that  study  designed  what  they  called  their  "consensus  scenario",  a 
description  of  what  they  thou^t  would  constitute  the  nation's  health  care  oper- 
ational environment  by  the  year  2000. 

Managed  Competition  and  the  Consensus  Scenario 

The  consensus  scenario,  upon  which  all  Strategy  2000  analysis  was  based,  prom- 
ises to  be  prophetic.  Even  allowing  for  the  flexibility  claimed  for  managed  competi- 
tion constrained  from  above,  its  operational  structure  for  the  delivery  of  health  care 
closely  resembles  the  consensus  scenario.  The  main  difference  lies  in  the  method  of 
financing  and  in  the  requirement  that  all  consumers  are  expected  to  enroll  in  one 
of  several  Accountable  Health  Partnerships  (AHP)  offered  by  Health  Insurance  Pur- 
chasing Cooperatives  (HIPC).  Americans  prefer  to  select  their  own  physicians;  per- 
suading them  to  relinquish  this  freedom  will  not  come  easily.  This  freedom  is,  of 
course,  meaningless  to  medically  indigent  veterans  who  lack  health  insurance.  But 
insured  veterans,  including  those  with  Medicare,  often  use  both  VA  and  private  sec- 
tor sources  of  care. 

Projecting  Workload 

It  should  be  understood  that  the  Strategy  2000  prediction  of  a  50  percent  VA  loss 
of  acute  medical/sui^cal  inpatient  care  and  a  25  percent  reduction  in  acute  out- 
patient care  occurs  only  unaer  the  circumstances  of^  the  "worst  case"  variant  of  the 
consensus  scenario — ^that  is,  very  generous  basic  medical  benefits,  no  significant  out- 
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of-pocket  costs,  and  a  VA  system  which  has  continued  to  deteriorate  under  inad- 
equate funding. 

In  our  methodology  we  attempted  to  identify  the  veteran  population  and  subsets 
of  VA  hospital  users  by  age,  service-connection  and  income  level.  We  reduced  treat- 
ment rates  for  acute  care  services  onlv.  Treatments  for  psychiatric  and  specialized 
care  workload  would  be  held  at  the  FY  1992  level.  This  methodology  takes  into  ac- 
count many  of  the  assumptions  previously  documented. 

The  consequences  of  continued  underfunding  compromise  VA's  ability  to  buy 
equipment,  make  repairs  to  the  physical  plant,  recruit  and  retain  talented  clinictu 
stafl;  and  implement  new  programs  to  adapt  system  resources  to  users'  needs.  These 
continued  problems  would  jeopardize  afRliations  with  medical  and  other  professional 
schools  and  limit  VA's  opportunities  to  enter  into  sharing  agreements.  Veterans 
would  begin  to  discern  the  erosion  of  the  quality  of  care  they  received. 

With  these  factors  in  mind,  we  assessed  the  characteristics  of  the  veteran  popu- 
lation and  VA  medical  system  users.  We  first  examined  FY  1991,  and  subsequently 
FY  1992,  treatment  rates  for  age,  service-connection,  and  income  stratified  veteran 
populations.  Strategy  2000  staff  relied  on  VA  data  sets  including  its  "Estimates  and 
Projections  of  the  Veteran  Population  1980-2040,  VA's  Automated  Management  In- 
formation System  (AMIS)  files,  VA's  Patient  Treatment  Files  (PTF),  VA's  1987  Sur- 
vey of  Veterans  (SOV),  and  VA's  Survey  of  Medical  System  Users  for  its  meta-analy- 
sis. 

The  FY  1992  treatment  rates  were  applied  to  the  year  2000  population  to  deter- 
mine a  "baseline"  rate  of  utilization.  Given  the  FY  1992  treatment  rates  with  no 
entitlement  reform  to  allow  the  system  to  provide  better  access  to  veterans  and  to 
furnish  care  in  more  appropriate  settings,  VA  could  assume  a  decrease  in  both  its 
hospital  inpatient  and  outpatient  workloads.  The  aging  of  the  veteran  population 
will  result  in  a  significant  increase  in  nursing  home  demand.  However,  we  believe 
that  the  current  inadequate  budget  with  which  VA  operates  will  prohibit  VA  from 
accommodating  any  increape  in  workload.  Thus,  the  effect  on  nursing  home  work- 
load would  not  result  in  any  change  from  the  FY  1988  service  level. 

We  then  adjusted  FY  1992  treatment  rates  for  the  anticipated  effects  of  national 
health  care  reform.  We  assumed  that  inefficient  care  practices  would  continue  to 
exist  due  to  restrictive  entitlement  criteria  and  limited  funding.  While  we  assumed 
a  fairly  "rich"  benefits  program,  we  agreed  that  the  standard  package  would  be 
geared  to  a  mainstream  population  who  primarily  require  acute  health  care  services. 
This  would  leave  gaps  in  coverage  for  speciaUzed  and  long-term  care  services  which 
VA  could  presumably  continue  to  provide  to  eligible  veterans. 

Using  tnese  guidelines  and  VA  data  sources,  staff  identified  a  set  of  factors  which 
would  affect  a  veteran  user's  decision  to  either  stay  or  leave  the  system.  Because 
greater  rates  of  system  utilization  are  associated  with  service  connection,  adjust- 
ments in  service-connected  veteran  workloads  were  considered  separately  from  those 
for  nonservice-connected  veterans. 

The  1987  Survey  of  Veterans  identified  "provided  needed  service"  as  the  primary 
reason  for  36%  of  the  veteran  users'  last  selection  of  VA  over  other  hospital  services. 
We  assumed  that  most  of  the  "needed  services"  would  be  for  service-connected  veter- 
ans. Because  VA  does  provide  quality  services  that  are  not  duplicated  in  the  private 
sector  and  are  not  likely  to  be  covered  by  a  standard  benefits  package,  we  antici- 
pated that  many  service  connected  veterans,  particularly  those  veterans  who  require 
specialized  services,  will  stay  in  the  system.  We  allowed  treatment  rates  for  the 
poorest  of  these  veterans  to  drop  by  5%.  We  decreased  the  rate  slightly  more  (10%) 
for  the  service  connected  with  incomes  between  $10  thousand  and  |40  thousand  per 
year  because  these  veterans  might  be  more  willing  and  able  to  afford  a  small 
copayment  which  might  be  associated  with  private  sector  benefits.  We  assumed  that 
service-connected  veterans  whose  income  is  at  least  $40  thousand  are  likely  to  al- 
ready have  financial  access  to  other  care  providers  so  their  utilization  of  VA  would 
not  be  affected  by  national  health  care  reform. 

We  believed  that  cost  and  access  would  be  the  guiding  determinants  in  the 
nonservice-connected  veteran's  choice  to  use  VA  health  care.  The  existence  of  con- 
venient cost-competitive  care  providers  would  have  the  greatest  impact  on  system 
exodus.  Thirty-eight  percent  of  the  Survey  of  Veterans  respondents  identified  cost 
as  their  primary  reason  for  choosing  a  VA  hospital  for  their  last  stay.  Staff  assumed 
that  given  another  choice  of  provider,  with  little  or  no  out-of-pocket  cost,  these  vet- 
erans would  leave  the  system.  Distance  and  time  from  a  VA  facility  would  also  in- 
fluence a  veteran's  decision  to  leave  the  system — even  if  a  veteran  likes  VA  services, 
if  there  are  comparable  services  closer  to  home  he  or  she  is  likely  to  choose  them. 

Staff  also  assumed  that  the  geographic  distribution  of  disabled  veterans  found  in 
the  Survey  of  Disabled  Veterans  was  similar  to  the  distribution  of  other  veterans 
and  made  a  conservative  reduction  in  caseload  for  veterans  that  lived  over  100  miles 
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from  a  VA  medical  center  (6%).  We  allowed  these  two  factors  to  account  for  a  45% 
reduction  in  treatment  rates  for  the  poorest  nonservice  connected  veterans.  We  de- 
creased the  rates  by  50%  for  those  that  had  more  disposable  income.  For  those  with 
incomes  over  $40,000  we  made  no  adjustment  because  these  veterans  probably  al- 
ready have  financial  access  to  other  care  providers  and  choose  to  use  VA. 

Outpatient  care  was  reduced  in  a  similar  manner,  but  our  estimates  also  incor- 
porated the  assumption  that  the  veteran  population's  aging  would  force  VA  to  ac- 
commodate more  long-term  care  on  an  ambulatory  basis.  We  allowed  a  five-percent 
reduction  in  the  treatment  rates  of  service  connected  veterans  and  a  forty-percent 
reduction  in  the  treatment  rates  of  nonservice-connected  veterans  with  incomes  less 
than  $40,000.  We  made  no  adjustment  for  those  with  higher  incomes. 

PVA  developed  a  set  of  computer  models  to  investigate  the  effects  of  changes  in 
utilization  rates  in  VHA  facilities.  The  inpatient  hospital  model  is  population-based 
and  allows  the  specification  of  age-specific  utilization  rates  for  certain  categories  of 
VA  hospital  bed  sections.  Projected  occupancy  rates  are  set  at  80  percent  wr  acute 
medical  and  surgical  services  and  at  95  percent  for  non-acute  services.  The  model 
implements  assumptions  regarding  efficiency  and  productivity  in  VA  hospitals  by 
calculating  estimated  requirements  for  acute  inpatient  care  resources  on  the  basis 
of  average  lengths  of  stay  in  private  sector  acute  care  facilities. 

The  calculation  of  appropriate  limits  on  acute  lengths  of  stay  takes  into  account 
VHA's  DRG  casemix.  Medical  advisors  have  reviewed  historic  utilization  data  for 
certain  DRGs  and  identified  certain  diagnoses  which  are  routinely  treated  on  an 
outpatient  basis  in  the  private  sector.  A  substantial  proportion  of  tne  one-  and  two- 
day  stays  for  these  diagnoses  were  deducted  from  the  inpatient  utilization  rates  and 
added  to  the  rates  usedf  to  estimate  future  clinic  space  requirements.  The  model  also 
deducts  hospital  stays  beyond  100  days  from  the  inpatient  model  and  adds  the  bed- 
days  of  care  into  the  nursing  home  model. 

These  features  sdlow  the  PVA  inpatient  model  to  take  into  account  inappropriate 
hospital  admissions  as  well  as  the  effects  of  national  health  care  reform.  The  result- 
ant projections,  therefore,  indicate  woricload  shifts  to  more  appropriate  locations  of 
care  as  well  as  workload  redirected  to  the  private  sector  under  a  national  health 
care  plan. 

Because  of  the  many  variables,  such  projection  is  not  an  easy  thing  to  do.  PVA 
recognizes  that  its  models  are  not  perfect  predictors  of  future  VA  workload.  Aside 
from  uncertain  interactions  between  veteran  entitlement  reform,  and  national 
health  care  reform,  there  are  the  cumulative  effects  of  such  other  factors  as  veter- 
ans' identification  with  the  VA  system,  future  VA  restructuring,  and  budget  pros- 
pects. PVA  believes  that  its  models  give  a  reliable  picture  of  the  direction  and  order 
of  magnitude  of  the  changes  to  come,  but  specific  facility  and  program  resource  re- 
quirement cannot  be  determined  until  new  policies  are  implemented  and  data  on 
veterans'  patterns  of  health  care  utilization  are  collected. 

It  is  beyond  coincidence  that  the  PVA  study  and  that  of  the  Government  Account- 
ing Office  (GAO),  using  different  methodologies,  arrived  at  very  similar  estimates 
regarding  the  expected  reduction  in  VA  health  care  utilization.  Parenthetically,  we 
are  in  general  agreement  with  the  content  of  the  June  1992  GAO  report  "Alter- 
native Health  Insurance  Reduces  Demand  for  VA  Care"  and  especially  commend  the 
GAO  for  the  historical  role  it  has  played  in  the  successful  promotion  of  VA  sharing 
programs. 

VA  Revitalization 

Based  on  the  Strategy  2000  findings,  PVA  is  convinced  that  VA  is  a  valued  na- 
tional resource  that  has  a  continued  role  to  play  as  a  component  part  of  the  nation's 
coming  health  care  reformation.  However,  to  deserve  such  assignment,  it  must  be 
ready  to  conform  to  tomorrow's  environment,  focusing  especially  on  those  medical 
services  not  likely  to  be  adequately  covered  in  any  umversally  available  basic  bene- 
fit package.  Shifts  in  veteran  demon-aphics,  the  distortion  of  VA  medical  center 
health  care  missions,  the  wasteful  duplication  of  medical  services,  and  the  pro- 
tracted federal  budget  austerity  all  combine  to  necessitate  a  thorough  review  and 
reassignment  of  missions,  the  restructuring  of  VA  facilities  and  the  realignment  of 
their  roles  and  services.  VA  rejuvenation  is  essential,  and  must  be  done  with  a 
sharp  eye  to  the  future. 

There  are  some  VA  features  which  will  facilitate  adjustment  to  an  environment 
of  managed  competition  constrained  from  above.  The  VA  health  care  system  has  al- 
ways operated  under  prospective  global  budgets  and  it  is  by  nature  a  quasi-HMO 
with  a  managed  care  mode  of  health  care  delivery.  There  is  little  reason  for  any  de- 
fensive practice  of  medicine.  And,  although  the  system  is  inefficient,  perennial  budg- 
et shortfalls  have  certainly  made  its  managers  cost  conscious. 
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The  inefficiency  stems  from  a  VA  environment  that  is  antiquated  and  a  practice 
style  that  is  obsolete.  This  environment  has  the  effect  of  increasing  the  cost  of  VA 
delivered  care  and  impeding  its  delivery.  Efforts  to  change  the  mission  of  its  hos- 
pitals, to  accommodate  the  changing  health  care  needs  of  veterans,  have,  at  best, 
been  dilatory.  There  is  a  remaining  need  to  eliminate  unnecessarily  duplicated  pro- 
grams and  to  regionalize  certain  services.  Resource  allocation  mechanisms  should 
not  provide  facility  directors  with  perverse  incentives.  The  need  for  change  is  fur- 
ther aggravated  by  the  unwillingness  of  some  VAMC  directors,  supported  by  some 
Members  of  Congress,  to  accept  recommended  mission  changes  that  would  be  in  the 
best  interest  of  the  VA  health  care  system  and  the  veterans  it  serves.  This  often 
perpetuates  inefficiencies  and  marginal  quality  of  care. 

Entitlement  Reform:  The  First  Priority 

The  greatest  impediment  to  efficient  delivery  of  health  care  is  the  current  morass 
of  veterans'  entitlement  to  that  care.  The  fragmented  and  confounding  entitlement 
rules  have  created  a  system  of  care  within  the  VA  that  is  comparable  to  no  other. 
VA  physicians  cannot  deliver  care  to  veterans  in  the  same  way  it  is  delivered  in 
the  private  sector.  They  must  use  the  modalities  of  care  for  a  given  veteran  that 
are  tied  to  his  level  of  entitlement. 

Whereas  outpatient  care  might  be  the  appropriate  modality  for  treatment  of  a 
given  condition,  costly  inpatient  care  is  often  substituted.  A  single  outpatient  visit, 
with  denial  of  any  follow  up  appointment,  is  the  result  for  many  nonservice-con- 
nected  veterans  seeking  VA  care  for  which  they  are  unknowingly  only  partially  enti- 
tled. Not  only  do  these  statutory  constraints  on  patient  management  deny  the  needy 
veteran  the  most  appropriate  care,  they  deny  his  physician  the  opportunity  to  prac- 
tice contemporary  medicine  in  an  ethical  manner.  Finally,  such  barriers  to  proper 
medical  practice  cost  the  VA  more  than  is  necessary  to  treat  its  population  of  vet- 
eran users. 

In  today's  environment  of  national  health  care  reform,  with  the  imperative  for 
cost  constraint,  VA  must  be  allowed  to  participate  with  the  nation's  health  care  in- 
dustry on  an  even  playing  field.  VA  system  snould  not  be  criticized  for  inefficient 
and  questionable  medical  practices  if  the  rules  by  which  it  must  deliver  care  gen- 
erate those  very  problems,  along  with  the  provision  of  care  at  higher  costs  than 
should  be  expectea  within  this  diverse  system. 

Entitlement  reform  is  of  top  priority.  It  is  the  critical  component  of  any  meaning- 
ful stratesr  for  system  recovery  and  the  necessary  precursor  of  any  valid  strategic 
planning.  VA  health  professionals  must  be  allowed  to  practice  contemporary  medi- 
cine. In  the  past,  the  rationale  for  not  pursuing  meaningful  entitlement  reform  has 
been  the  smticipation  of  consequent  demand  that  could  not  be  met  with  the  re- 
sources available.  However,  VA  finds  itself  in  a  precarious  position  at  this  time. 
With  the  enactment  of  some  form  of  national  health  care  reform  on  the  horizon,  VA 
is  not  in  a  position  to  provide  the  same  continuity  of  care  for  a  given  condition  as 
an  individual  can  expect  to  receive  in  the  private  sector.  The  situation  is  such  that 
if  a  veteran  is  given  the  option  for  care  in  the  private  sector,  with  little  or  no  out- 
of-pocket  cost,  many  medically  indigent  nonservice-connected  veterans  will  likely  opt 
for  care  in  the  private  sector  where  they  will  expect  high  quality,  continuous  care 
to  be  provided  in  the  most  appropriate  setting.  This  inequity  must  be  corrected. 

Veterans  must  clearly  understand  they  are  entitled  to  comparable  opportunity  for 
service  within  the  VA  system.  Entitlement  clarification  would  stem  some  of  the  VA 
patient  losses  PVA  anticipates  as  a  consequence  of  national  health  care  reform  en- 
actment. It  would  also  lower  the  cost  of  VA  care,  allowing  VA  providers  to  practice 
a  higher  level  of  managed  care.  Reference  is  often  made  that  fairness  in  competition 
calls  for  a  level  playing  field.  Under  the  expected  environment  of  universal  health 
care  coverage,  VA-based  incentives  should  balance  those  enticing  the  veteran  into 
the  private  sector  for  his  health  care. 

The  health  policy  statement  of  the  Paralyzed  Veterans  of  America  has  for  some 
time  included  this  resolution: 

"Congress  should  reconfirm  its  historic  commitment  to  veterans'  health 
care  and  mandate  entitlement  to  the  fuU  continuum  of  care  to  all  veterans 
fblfilling  the  criteria  of  Category  A  classification.  It  should,  fiarthermore,  ac- 
knowledge responsibUity  to  provide,  now  and  under  any  future  health  care 
reform  legislation,  funds  to  assure  legally  entitled  veterans  all  necessary 
and  authorized  medical  services,  including  preventive,  acute,  restorative 
and  long  term  care.  To  obviate  poverty  spend-down,  all  permanently  and 
catastrophically  disabled  veterans  should  be  classified  under  Category  A. 
These  veterans  should  be  considered  part  of  the  'core  entitled'  group  . 
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The  General  Accounting  Oflice,  in  its  December  1992  transition  papers,  phrases 
this  recommendation  more  succinctly:  ".  .  .  remove  difierences  in  eligibility  for  inpa- 
tient, outpatient,  and  long-term  care  and  provide  service-connected  and  poor  veter- 
ans with  a  full  range  of  needed  health  care  services." 

The  need  cannot  be  overstated.  Entitlement  reform  is  the  essential  iirst  step  to 
revitalizing  the  veterans'  health  care  system. 

Workload  and  Cost  Control  Under  Entitlement  Reform 

The  correlated  issue  in  addressing  entitlement  is  how  to  control  costs  resulting 
from  anticipated  workload  expansion  of  certain  services.  I^oring,  for  this  purpose, 
the  impact  of  national  health  care  reform,  consider  the  effect  on  workload  of  giving 
the  core  entitled  group  of  veterans  access  to  the  full  range  of  VA  services  and  at 
the  same  time  restructuring  and  modernizing  the  modalities  of  VA  delivery  of 
health  care.  Since  all  Category  A  patients  already  using  the  VA  system  have  entitle- 
ment to  inpatient  hospital  care  there  would  be  no  additional  pressure  for  this  mo- 
dality of  care  from  this  group.  Some  increased  demand  for  inpatient  care  would, 
however,  be  expected  from  veterans  in  need  of  elective  procedures  now  long  delayed. 
As  PVA  sees  it,  the  inpatient  hospital  workload  could  decrease  since  much  of  cur- 
rent hospital  workload  may  be  under  inappropriate  venue.  Admittedly,  much  of  this 
is  due  to  the  lack  of  space  appropriate  for  ambulatory  surgery  or  even  outoatient 
clinics.  There  is  also  the  problem  of  veterans  traveling  long  distances  to  VA  hos- 
pitals without  having  provision  for  local  domiciliary  arrangements. 

Outpatient  care  would  experience  substantial  increase  due  to  several  factors:  1) 
VA  would  shift  workload  that  is  now  being  treated  in  hospital  settings  to  outpatient 
settings,  2)  new  workload  would  result  from  monitoring  chronic  conditions,  3)  care 
for  acute  illness  that  does  not  require  hospitalization  could  be  accommodated  on  an 
outpatient  basis,  4)  some  chronic  psvchiatric  care  would  be  added,  5)  preventive  care 
programs  would  be  created,  and  6)  long  term  care  programs  to  maintain  individuals 
outside  of  the  institutional  setting  would  be  expanded. 

Since  there  is  no  current  entitlement  to  nursing  home  care,  a  considerable  in- 
crease in  demand  could  be  expected  from  entitlement  reform  alone.  Unless  workload 
for  nursing  home  care  is  controlled  the  savings  from  reduced  inpatient  hospital  care 
would  be  expended  on  expansion  of  nursing  home  services  instead  of  used  to  offset 
the  cost  of  increased  outpatient  workload.  That  control  can  be  accomplished  in  a 
number  of  ways. 

Before  addressing  the  issue  of  controlling  cost  of  nursing  home  care  it  is  impor- 
tant to  return  to  a  consideration  of  entitlement  reform  in  the  context  of  national 
health  care  reform.  If  national  health  care  reform  provides,  as  we  assume  it  will, 
some  limited  long  term  and  nursing  home  care,  this  would  have  a  dampening  effect 
on  demand  for  care  in  the  VA  system,  which  might  well  be  offset  by  surfacing  of 
currently  suppressed  demand.  Further,  if  the  conditions  under  which  the 
nonservice-connected  veteran  could  obtain  long  term  care  in  the  private  sector  were 
to  be  as  attractive  as  that  provided  him  in  the  VA,  the  effect  would  be  an  extensive 
lessening  of  demand  for  VA  long  term  care. 

However,  in  Strategy  2000,  PVA  stated  that  by  the  year  2000  acute  medical  and 
surgical  inpatient  workload  would  decrease  by  as  much  as  50%,  that  outpatient 
meoical  surgical  workload  would  decrease  by  25%  and  that  the  level  of  nursing 
home  care  would  remain  essentially  the  same  as  today.  The  conditions  under  which 
this  forecast  occur  were  specified  as:  1)  entitlement  to  VA  care  unchanged  from  the 
present,  2)  a  continuing  inadequate  VA  budget  throu^  the  year  2000,  3)  a  generous 
benefit  package  under  national  health  care  reform  that  includes  some  long  term 
care,  and  4)  little  or  no  out-of-pocket  costs  for  user  veterans. 

With  continued  limitation  on  VA  nursing  home  care  and  access  under  these  condi- 
tions: 

•  There  would  be  no  change  in  the  VA  nursing  home  program. 

•  Those  veterans  opting  for  the  benefit  uncfer  national  health  care  reform 
would  be  replaced  by  other  veterans  requiring  nursing  home  care. 

•  The  census  is  capped  by  the  number  of  VA  beds  and  funds  to  purchase  such 
care  in  the  private  sector. 

There  would  be  a  net  loss  in  inpatient  hospital  care.  Since  some  of  this  inappro- 
priate workload  would  shift  to  outpatient  care,  with  some  of  the  inpatient  resources, 
the  net  loss  in  the  outpatient  program  would  be  limited  to  approximate  25 — all  of 
the  psychiatric  programs  being  unaffected.  Some  of  the  resultant  shift  in  resources 
from  inpatient  care  could  be  used  to  support  the  specialized  services  the  VA  will 
provide  that  are  not  adequately  covered  in  the  private  sector  under  national  health 
care  reform. 
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Workload  and  Cost  Control  Revisited:  With  National  Health  Care  Reform 
AND  VA  Entitlement  Reform 

Now  let  us  examine  the  effect  of  national  health  care  reform  on  a  VA  health  care 
Sjyatem  already  committed  to  veterans'  entitlement  reform.  Because  of  the  system 
flexibility  predjcted  by  the  authors  of  the  managed  competition  concept,  preliminary 
consideration  must  also  be  given  to  various  conngurations  of  VA  structure  and  serv- 
ices within  that  framework.  In  any  design  for  VA/private-sector  interface,  however, 
there  must  be  assurance  of  complete  health  care  access  for  all  needy,  service  con- 
nected and  catastrophically  disabled  vetertms,  with  special  focus  on  the  specialized 
programs  referenced  below. 

Workload  mix  can  be  controlled  in  each  VA  medical  center  through  sharing  agree- 
ments with  hospitals  and  clinical  facilities  of  affiliated  medical  schools,  the  Depart- 
ment of  Defense  and  private-sector  providers  in  communities  where  VA  facilities  are 
located.  Long  term  care  access  would  be  controlled  by  the  number  of  VA  operated 
beds  authorized  by  Congress  for  nursing  home  care  and  the  fiinds  appropriated  by 
Congress  for  nursmg  home  care  outside  the  VA  utilizing  both  the  state  and  commu- 
nity facilities.  All  nursing  home  care  would  be  provided  on  a  cost  sharing  formula 
related  to  the  income  of  the  veteran.  Priority  would  be  given  to  those  veterans  en- 
rolled as  VA  users  and  who  use  VA  as  the  their  primary  care  giver.  Capacity  could 
be  expanded  to  meet  demand  and  to  control  case  mix  based  on  the  ability  of  VA 
to  recover  the  cost  of  care  from  whatever  payors  might  be  defined  by  nationd  health 
care  reform  legislation  including  Medicare  and  sharing  agreements. 

With  entitlement  reform  and  national  health  care  reiorm,  rural  hospitals  in  the 
VA  system  could  be  expected  to  provide  a  central  role  in  health  care.  They  could 
meet'more  of  the  health  care  needs  of  veterans  and.  through  sharing  agreements, 
meet  some  of  the  needs  of  the  community  of  which  tney  are  a  part.  Snaring  agree- 
ments could  be  used  to  offset  VA's  cost  of  expanding  its  service  delivery  capabilities 
in  these  rural  settings. 

In  the  non-rural  areas,  especially  the  large  cities,  the  VA  program  should  be 
structured  to  fit  the  environment.  For  example  there  should  be  an  agreed  upon  rela- 
tionship between  the  number  of  psychiatric  beds,  both  acute  and  long-term,  in  the 
private  sector  and  the  VA.  These  cooperative  relationships  must  ensure  sufficient 
capacity  to  meet  the  veteran  need  and  accord  with  community  agreements  regarding 
VA's  market  share  responsibility.  The  same  approach  could  be  used  for  acute  medi- 
cine and  surgery  beds.  Such  planning  could  nelp  VA  fit  into  the  reformed  system 
in  £ui  optimal  way  through  planning  between  the  community  and  the  VA  to  assure 
veteran  health  care  needs  are  met.  This  would  be  especially  important  for  VA  as 
it  expands  its  capacity  to  meet  the  needs  of  its  veterans  who  require  specialized  and 
long  term  care  programs. 

Specl\lized  programs 

A  word  about  Strategy  2000  and  specialized  programs:  The  outcome  of  the  PVA 
study  calls  for  significant  changes  in  VA  hospital  missions,  based  on  service  areas 
and  hierarchical  relationships  among  realigned  component  programs.  The  objective 
is  to  strengthen  the  system  while  anticipating  reformation  ol  U.S.  health  care  in  the 
near  future.  VA  should  complement  and  supplement  the  basic  benefits  to  be  pro- 
vided under  tomorrow's  universal  health  care  to  assure  veteran  health  care  needs 
are  met. 

It  is  highly  unlikely  that  the  universal  health  care  benefit  package  will  include 
any  significant  coverage  for  such  hi^  cost,  specialized  care  as  spinal  cord  medicine, 
blind  rehabilitation,  prosthetic  rehabilitation  and  research,  mental  illness,  war-re- 
lated post-traumatic  stress  disorder,  substance  abuse,  geriatrics  or  long  term  care. 
They  are  the  veiy  same  programs  in  which  VA  excels. 

Tomorrow's  VA  shoula  place  special  emphasis  on  the  direct  provision  of  all  other- 
wise inadequately  provided  specialized  medical  programs.  These  specialized  serv- 
ices, however,  must  be  accompanied  by  the  provision  of  all  the  necessary  multi-dis- 
ciplinaryr  clinical  support.  Spinal  cord  injury  medicine  is  a  typical  example  of  such 
a  complex,  multi-specialty  service  in  which  treatment  cannot  be  fragmented,  iso- 
lated, nor  segregated.  It  does  not  end  with  acute  care,  but  involves  a  comprehensive 
continuity  of  life-long  medical,  social  and  economic  support.  Catastrophically  dis- 
abled veterans  deserve  no  less. 

And  Then  There  is  Financing 

The  statement  was  made  earlier  that  analjrtical  attempts  at  predicting  future  VA 
health  care  workloads  must  consider  multiple  factors,  both  quantitative  and  intangi- 
ble. But  when  multi-factored  models  are  programmed  into  computers  and  their  re- 
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suits  analjrzed,  it  becomes  apparent  that  the  influence  of  funding  assumptions  deter- 
mines the  output.  All  the  data  analysis,  trend  identification  and  guesstimates  about 
veterans'  behavior  are  "dampened"  to  insignificance  by  the  overwhelming  power  of 
funding  to  determine  workloads. 

The  amount  of  the  annual  appropriation  determines  VA  workload  and  will  con- 
tinue to  do  so  in  the  future.  The  effects  of  other  influential  factors — veteran  demo- 
graphics, entitlement  reform,  the  effect  of  national  health  care  reform — cannot  be 
accurately  estimated  without  specifying  some  assumed  level  of  appropriations.  Re- 
flection on  the  past  twelve  years,  VA  appropriations  and  expectations  for  the  re- 
mainder of  the  decade  should  make  it  apparent  that  funding  is  not  determined  by 
demtmd. 

For  some  years  now,  VA  has  attempted  to  keep  pace  with  the  ever  increasing  de- 
mand for  health  care  in  the  face  of  ever  decreasing  level  of  resources — by 
cannibalizing  the  system.  However,  had  VA  effectively  realigned  its  programs  and 
facilities,  consolidated  its  redundant  services  and  modemized  its  modalities  of  care, 
budget  shortfalls  would  probably  have  still  been  there.  VA  restructuring  can  yield 
savings  that  could  be  used  to  improve  access  and  quality  were  they  not  to  be  lost 
through  budget  decrements  penalizing  increased  efficiency. 

Utilization  of  the  VA  system  has  changed  significantly  in  the  past  five  years  and 
will  continue  to  change.  National  health  care  reform  legislation  is  imminent.  The 
President's  plan,  or  something  like  it,  will  probably  get  through  Congress  this  year. 
It  will  diange  VA's  casemix  of  patients.  Entitlement  reform  will  change  veterans' 
access  to  care  and  the  VA's  modalities  of  providing  that  care.  Restructuring  will 
change  the  way  it  distributes  resources.  However,  restructuring  will  require  a  sig- 
nificant investment  in  VA,  which  will  not  be  available  unless  uiere  is  a  consensus 
that  VHA  has  a  future  as  a  part  of  the  nation's  reformed  system  of  health  care  de- 
livery and  financing.  Then,  finally,  it  is  the  level  of  funding  requested  by  the  admin- 
istration and  appropriated  by  Congress  that  will  ultimately  determine  tomorrow's 
VA  workload. 

Workload  increases  that  might  result  from  entitlement  reform  will  be  offset  by 
workload  decreases  expected  as  a  result  of  national  health  care  reform.  VHA  re- 
structuring could  yield  savings  that  could  be  used  to  iniprove  access  and  quality  or 
to  expand  programs  for  which  there  is  unmet  demand.  1116  extraordinarily  complex 
and  interconnected  problems  VA  faces  cannot  be  solved  by  analyzing  them  inde- 
pendently. Their  common  solution  lies  in  a  creative  synthesis. 

It  is  especially  disconcerting  that  the  VA  health  care  system  is  deteriorating  at 
the  very  time  the  nation's  entire  pluralistic  health  care  industry  is  caught  in  such 
crisis.  As  Congress  settles  into  final  debate  on  the  nature  of  health  care  reform  it 
must  be  able  to  reaflirm  the  VA  system's  value  for  1)  its  special  expertise  in  the 
treatment  of  war-related  conditions,  2)  its  contribution  to  health  professional  edu- 
cation, 3)  its  back-up  to  the  Department  of  Defense  and  the  National  Emergency 
Medical  System,  4)  its  extensive  care  of  the  mentally  ill,  5)  its  outreach  programs 
for  homeless  veterans,  6)  its  hi^  volume  programs  for  victims  of  substance  abuse, 
7)  its  unique  setting  for  large  scale  clinical  trials  that  transfer  newly  developed  med- 
ical technology  to  the  marketplace,  and  8)  the  exceptional  quality  of  its  prescient 
geriatric  training,  treatment,  and  research  programs. 

VA  must  be  challenged  to  eliminate  the  negative  forces  compromising  its  produc- 
tivity and  reputation.  Congress  should  define  VA's  role  as  a  component  of  tomor- 
row's system  of  universal  health  care  coverage,  providing  the  sustaining  support  and 
the  annual  budgets  necessary  for  its  accomplishment. 

That  concludes  my  statement,  Mr.  Chairman.  I  would  be  pleased  to  respond  to 
questions. 


PREPARED  STATEMENT  OF  DR.  JACK  ZWANZIGER,  DEPARTMENT  OF  COM- 
MUNITY AND  PREVENTIVE  MEDICINE,  SCHOOL  OF  MEDICINE  AND  DEN- 
TISTRY, UNIVERSITY  OF  ROCHESTER 

I  would  like  to  thank  Senator  Rockefeller  for  inviting  me  to  testify  today.  Before 
I  start  I  would  like  to  make  clear  that  I  in  no  way  regard  myself  as  an  expert  on 
the  VA.  Rather  I  see  mv  role  as  a  "utility  reviewer:"  someone  with  no  vested  interest 
and  with  enough  knowledge  of  modelling  and  of  the  VA  to  review  the  GAO  and  PVA 
studies,  and  to  comment  on  their  assumptions  and  methodologies. 

Both  of  these  studies  attempt  to  estimate  the  effects  of  increased  health  insurance 
coverage  on  the  demand  for  VA  services.  I  would  like  to  discuss  each  study  in  turn 
and  then  see  what  we  can  conclude. 
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The  GAO  Study 

The  GAO  study  predicts  the  efTect  both  of  reforms  that  mandate  universal  em- 
ployer-based health  insurance  and  of  those  that  result  in  universal  coverage.  They 
used  the  1987  Survey  of  Veterans  to  estimate  the  effects  by  comparing  the  use  rate 
of  VA  facilities  for  veterans  with  private  insurance  and  those  without.  They  then 
identified  the  veterans  who  would  be  newly  covered  by  health  insurance  and  as- 
sumed that  the  use  pattern  of  the  latter  group  would  mirror  that  of  the  group  that 
had  previously  had  private  insurance. 

The  latter  step  is  the  critical  assumption  in  their  study;  it  is  also  an  implausible 
one.  The  major  weakness  of  this  method  is  that  it  assumes  that  insurance  status 
is  the  only  difference  between  the  population  of  veterans  that  is  currently  insured 
and  the  one  that  is  uninsured.  The  GAO  report  briefly  recognizes  that,  for  example, 
the  veterans  that  are  uninsured  are  also  likely  to  have  lower  incomes  than  the  vet- 
erans that  are  insured.  As  a  result,  any  copayments  or  deductibles  that  are  features 
of  the  health  insurance  plan  would  constitute  a  much  greater  financial  barrier  for 
the  uninsured  than  for  tne  currently  insured.  Because  of  this  limitation,  the  GAO 
methodology  is  likely  to  overestimate  the  degree  of  switching  to  alternative  provid- 
ers. 

It  would  be  possible  to  correct  these  flaws  using  the  1987  Survey  of  Veterans.  A 
statistical  model  of  the  decision  to  use  a  VA  or  non-VA  inpatient  facility  could  be 
constructed.  This  choice  would  depend  on  factors  such  as  the  veteran's  income,  age, 
health  status,  distance  to  the  nearest  VA  inpatient  facility  and  insurance  coverage. 
Having  estimated  this  model,  one  would  know  the  separate  effect  of  each  variable 
on  the  probability  of  VA  use.  One  could  then  calculate  the  average  probability  of 
VA  use  for  the  uninsured  veteran  population  and  then  recalculate  this  probability 
if  each  person  retained  his/her  characteristics  but  were  insured.  Essentially  the 
same  procedure  could  be  followed  to  model  the  choice  of  VA  and  non-VA  outpatient 
facilities. 

The  PVA  Study 

The  PVA  study  attempts  to  forecast  the  demand  for  inpatient,  outpatient  and 
long-term  care  services  in  VA  facilities,  both  status  quo  and  with  universal  health 
insurance  coverage.  Although  the  details  of  the  metnods  used  are  somewhat  ob- 
scure, the  general  approach  is  similar  for  all  three  areas. 

In  the  inpatient  area,  they  first  calculated  the  admission  rate  into  each  VA  bed 
section  for  each  age  category  using  1988  data.  It  appears  that  they  then  reduced 
the  admission  rates  to  account  for  shifting  some  inpatient  stays  to  the  outpatient 
setting.  They  projected  the  number  of  admissions  for  the  year  2000  by  multiplying 
these  rates  by  the  projected  veteran  population.  Then,  presumably  making  some  as- 
sumptions regarding  average  lengths  of  stay,  they  projected  the  total  number  of  bed 
days.  Finally,  by  assigning  assumed  occupancy  rates,  they  are  able  to  calculate  the 
number  of  beds  that  would  be  required.  Not  surprisingly,  this  results  in  a  system 
that  is  remarkably  similar  in  size  to  the  current  system  (approximately  57,000 
beds).  This  is  their  base  case  scenario. 

They  assume  that  health  care  reform  will  result  in  universal  coverage  (a  conclu- 
sion of  the  PVA  panel  of  experts)  and  that  the  impact  will  be  a  flat  50  percent  re- 
duction in  demand  for  medical  and  surgical  services  in  VA  inpatient  facilities,  with 
all  other  services  unafiected.  The  major  excluded  area  is  psychiatric  services,  ac- 
counting for  approximately  20,000  beds;  others  include  "intermediate  medicine"  and 
neurology. 

Both  of  these  assumptions  are  presumably  intended  as  a  rough  estimate  of  the 
potential  impact.  It  is  reasonable  to  assume  that  the  bulk  of  the  eflect  will  be  in 
the  acute  care  area,  where  there  are  obvious  non-VA  alternatives  that  would  be  cov- 
ered by  universal  health  insurance.  Althou^  short-term  acute  psychiatric  and  neu- 
rology services  would  also  be  affected,  they  account  for  a  relatively  small  proportion 
of  the  total.  The  50  percent  reduction  is  clearly  a  guesstimate  of  the  potential  im- 
pact and  seems  high. 

Similar  calculations  are  then  made  for  outpatient  and  long-term  care  services 
using  current  use  rates  to  estimate  the  base  case.  For  outpatient  services,  adjust- 
ments for  proposed  changes  in  eligibility  and  a  similar  50  percent  reduction  in  the 
number  of  medical  and  sui^gical  outpatient  visits  have  the  net  eflect  of  reducing  the 
overall  number  of  visits  by  25  percent,  although  there  does  not  seem  to  be  a  good 
basis  for  confining  the  reduction  to  medical  and  surgical  services.  They  apparently 
apply  the  institutionalization  rates  from  the  1985  National  Nursing  Home  Survey 
to  project  the  full  demand  for  nursing  home  services.  They  then  conclude  that  the 
demand  for  long-term  care  at  the  VA  would  continue  to  exceed  supply  even  with 
a  universal  health  plan. 
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The  style  of  the  report  suggests  that  it  is  the  policy  framework  that  is  essential 
and  not  the  accuracy  of  the  estimates  or  suitability  of  the  process  by  which  they 
were  generated.  From  that  perspective,  the  real  issue  is  not  whether  or  not  the 
numbers  generated  are  correct,  but  whether  the  overall  policy  proposals  make  sense 
or  not. 

Conclusions 

It  is  difficult  to  draw  many  conclusions  from  these  studies.  This  partially  reflects 
the  methodological  flaws  in  the  GAO  study  and  the  policy  orientation  of  the  PVA 
study.  It  also  partially  reflects  the  fact  that  we  are  trying  to  estimate  the  efiects 
of  an  unknown  reform  of  the  health  care  system  which  is  likely  to — and  in  fact  is 
intended  to — drastically  change  the  alternatives  that  much  of  the  population  will 
have.  With  a  change  of  such  magnitude,  assumptions  of  heroic  proportions  are  re- 
quired to  project  confidently  future  behavior  from  current  data  no  matter  how  re- 
fined the  analysis. 

But  I  believe  that  it  is  possible  to  anticipate  at  least  the  magnitude  of  the  poten- 
tial eflect.  Some  simple  survey  data  in  the  attached  appendix  allows  us  to  achieve 
this  more  modest  goal.  Data  from  the  1987  Survey  of  Medical  System  Users  (Table 
1)  shows  that  42  percent  of  inpatient  users  are  uninsured,  defined  as  those  without 
insurance  for  the  costs  of  hospitalization.  Only  10  percent  of  the  uninsured  users 
have  household  incomes  of  more  than  $20,000.  The  users  of  VA  outpatient  facilities 
are  likely  to  have  a  similar  income  distribution.  The  data  suggest  that  most  of  these 
users  would  still  prefer  the  VA  if  the  universal  plan  would  roughly  parallel  the  ben- 
efit structure  of  Medicare  and  include  provisions  for  significant  copayments.  The  de- 
mand for  VA  services,  then,  is  Ukely  to  be  very  sensitive  to  the  copay  provisions  in 
the  basic  health  insurance  plan.  For  example,  if  copays  were  to  increase  with  in- 
come then  a  far  higher  proportion  of  veterans  are  likely  to  be  attracted  to  the  non- 
VA  sector. 

Table  1:  Income  Distribution  of  Medically  Indigent  Veterans  ' 
Survey  of  Medical  System  Users,  1987  VA  Inpatients 

Income  Percent 

Less  than  $5,000 24.7 

$5,000-$9,999 37.2 

$10,000-19,999 26.9 

$20,000-29,999 6.5 

$30,999+  4.7 

^Medically  Indigent  if:  No  Medicare  Part  A  coverage  and  private  insurance  does  not  cover  all 
or  most  hospitalization  costs. 


PREPARED  STATEMENT  OF  JACK  W.  OWEN,  FORMER  EXECUTIVE  VICE 
PRESIDENT  AND  DIRECTOR  OF  THE  WASHINGTON  OFFICE,  AMERICAN 
HOSPITAL  ASSOCIATION 

Mr.  Chairman,  I  am  Jack  W.  Owen,  formerly  serving  as  President  of  the  New  Jer- 
sey Hospital  Association,  Executive  Vice  President  and  Director  of  the  Washington 
Omce  or  the  American  Hospital  Association,  and  served  briefly  as  the  FVesident  of 
the  American  Hospital  Association.  Currently,  I  am  retired,  but  serve  on  a  number 
of  health  organization  boards.  I  wm  privileged  to  serve  as  Chairman  of  the  Strategy 
2000  Study  conducted  by  the  Paralyzed  Veterans  of  America. 

I  am  pleased  to  be  here  todav  to  offer  my  comments  on  the  eflect  of  health  care 
reform  as  it  may  relate  to  the  Veterans  Hospital  System.  I  commend  the  Committee 
on  Veterans'  Affairs  in  its  desire  to  include  the  Department  of  Veterans  Affairs  in 
the  total  health  care  picture  for  our  country.  To  date,  very  little  has  been  discussed 
about  the  integration  of  the  VA  system  in  health  care  reform,  too  oft«n  veterans 
care  tends  to  be  excluded  from  bills  being  introduced  in  Congress. 

I  was  specifically  asked  by  Committee  staff  to  comment  on  my  assessment  of  the 
effect  a  health  care  reform  package  with  universal  coverage  would  have  on  veterans, 
the  VA  hospital  system,  and  community  non-governmental  hospitals. 

We  are  painfully  aware  of  the  effect  the  passage  of  Medicaid  legislation  in  1965 
and  its  subsequent  DRG  financing  had  on  the  city  and  county  hospitals  across  our 
country.  The  similarities  between  those  local  government  hospitals  and  the  issue  we 
are  discussing  today  are  worth  recounting.  When  Medicaid  was  fiilly  funded  and  eli- 
gibility based  on  indigent  and  medically  indigency  covered  most  of  our  less  fortunate 
citizens,  we  saw  a  massive  move  by  the  Medicaid  recipients  from  local  government 
hospitals  to  the  non-government  hospital  system.  Some  local  government  hospitals 
closed,  such  as  Philadelphia  General,  and  others  found  it  extremely  difficult  to  fi- 
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nancially  maintain  the  quality  of  care  required,  and  the  technological  advances  de- 
manded by  society  at  large.  There  was  a  great  deal  of  talk  in  many  communities 
to  close  these  governmental  hospitals  because  there  was  little  need  for  them.  As 


Medicaid  funds  became  scarce,  eligibility  requirements  were  raised  and  the  burden 
of  caring  for  the  poor  has  shifted  from  governmental  to  non-governmental  hospitals. 
What  was  once  a  conmiunity  responsibility  is  now  a  paying  patients  obligation. 

I  bring  this  up  because  history  has  a  way  of  repeatinff  itself,  and  I  for  one,  would 
not  want  to  see  the  Veterans  Hospital  system  replicate  this  experience 

When  our  panel  was  asked  by  the  Paralyzea  Veterans  Association  to  give  them 
our  btest  judgment  on  what  might  happen  in  health  care  reform,  and  how  would  the 
Veterans  hospitals  fit  in,  there  were  no  strings  attached.  We  had  lengthy  discus- 
sions on  complete  dismantling  of  the  VA  hospital  system  to  improving  tne  status 
quo.  There  was  unanimous  agreement  that  the  total  health  care  system  in  this 
country  was  going  to  change,  regardless  of  who  won  the  Presidency.  Cost  and  access 
has  reached  a  pomt  where  society  is  demanding  change,  and  when  it  occurs  what 
affect  will  it  have  on  patients,  doctors,  hospitals,  and  all  other  providers  of  health 
care  services?  In  hopes  it  will  be  of  some  benefit  to  this  Committee,  I  would  like 
to  briefly  comment  on  several  of  the  issues  which  I  believe  will  have  a  direct  bearing 
on  how  the  present  VA  system  will  relate  to  whatever  health  reform  package  is  en- 
acted. 

Veterans  have  been  assured  and  backed  by  legislation  that  the  Federal  Govern- 
ment has  an  obligation  to  provide  health  benefits  to  anyone  injured  or  disabled 
while  in  active  service.  This  is  really  no  different  than  the  assurance  that  workers 
compensate  is  available  from  any  employer.  However,  the  commitment  also  includes 
benefits  for  impoverished  veterans  and  ex-prisoners  of  war.  All  other  veterans  are 
eligible  for  benefits  as  space  in  a  veteran  facility  permits. 

These  benefits  are  oiuy  available  at  the  present  time  through  the  Veterans  Hos- 
pital System.  The  question  then  arises  as  to  whether  the  VA  must  provide  the  serv- 
ices or  merely  pay  for  them.  Under  a  universal  health  care  system  need  there  be 
special  hospital^  for  veterans  or  can  the  benefits  be  provided,  by  non-government 
hospitals. 

Just  as  we  saw  in  the  Medicaid  program,  if  the  benefits  are  available  in  a  local 
non-governmental  hospital,  people  will  go  as  close  to  home  as  possible  to  receive 
those  benefits.  There  will  undouotedly  be  a  shift  from  use  of  VA  Hospitals  for  acute 
care  and  outpatient  care  to  community  hospitals.  With  the  surplus  of  beds  now 
available  in  non-governmental  hospitals,  veterans  would  be  encouraged  to  utilize 
these  facilities.  If,  however,  the  benefit  package  approved  for  a  universal  health  care 

8 Ian  falls  short  of  the  commitment  made  to  veterans,  we  will  have  a  repeat  of  the 
ledicaid  problem  in  our  community  hospitals.  That  is,  expecting  community  hos- 
pitals to  accept  veterans  as  patients  without  adequate  funding  to  pay  for  their  care. 

Two  areas  of  providing  service  to  veterans  by  VA  hospitals  were  of  great  concern 
to  the  Strategy  2000  panel.  The  first  had  to  do  with  spinal  cord  injuries  and  the 
long  term  follow-up  care  that  goes  with  that  service.  Spinal  cord  injury  patients  not 
only  need  immediate  acute  care  but  must  have  a  maintenance  program  that  keeps 
them  healthy.  The  VA  hospital  system  has  done  a  remarkable  job  in  providing  the 
routine  care  that  these  patients  need.  To  close  these  hospitals  without  an  adequate 
substitute  would  be  a  gmss  disservice  to  the  disabled  veteran.  Adequately  funded 
regional  centers  for  spinal  cord  injury  patients  should  be  maintained.  Although  the 
Federal  Government  is  only  responsible  for  the  disabled  veteran,  as  our  health  care 
reform  takes  shape,  these  centers  of  excellence  could  well  become  a  part  of  our  total 
health  care  system. 

The  second  area  of  concern  is  the  provision  of  nursing  home  care  available  to  vet- 
erans. By  the  mid  1990's  about  1/3  of  all  male  citizens  of  the  United  States  over 
age  65  will  be  veterans.  The  need  for  long  term  care  is  growing  more  rapidly  than 
the  need  for  acute  care.  There  are  not  adequate  facilities  avaflable  outside  of  the 
VA  system  to  care  for  these  veterans.  Those  who  are  impoverished  have  very  little 
chance  of  being  cared  for  outside  of  the  present  VA  facilities. 

Since  our  report  was  issued,  it  now  seems  assured  that  we  will  have  some  health 
care  reform  legislation.  It  appears  we  will  have  a  universal  access  plan  with  a  de- 
fined package  of  benefits.  What  is  contained  in  that  set  of  benefits  is  still  to  be  de- 
termined or  at  least  made  public.  It  does  not  appear,  from  an  economical  standpoint 
that  all  of  the  benefits  now  occurring  to  a  service  connected  disability  of  a  veteran 
or  the  long  term  care  provided  to  impoverished  veterans  will  be  included.  If  that 
is  the  case,  the  moral  and  legal  commitments  to  veterans  will  be  put  to  the  test. 
Politically,  taking  away  benefits  is  not  nearly  so  popular  as  adding  benefits. 

In  conclusion,  I  believe  our  recommendations  in  the  Strate©'  2000  Study  are  still 
valid.  The  VA  system  will  be  different,  it  must  downside,  perhaps  as  much  as  50% 
in  the  medical  and  surgical  areas,  change  its  focus  to  meet  the  needs  over  and  above 
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a  basic  benefits  package,  especially  for  long  term  care,  mental  health  and  spinal 
cord  iiyury.  More  importantly  the  VA  system  must  be  brought  into  the  healtn  re- 
form plan,  not  excluded.  If  a  managed  care  system  becomes  a  reality,  those  VA  hos- 
Eitals  left  in  the  system  must  become  part  of  the  managed  ctire  plan.  It  must  also 
e  properly  funded  for  those  activities  that  remain  in  its  purview.  It's  reputation 
for  quality  care  has  suffered  these  past  few  years  and  every  effort  must  be  made 
to  keep  it  from  becoming  the  weak  link  in  any  national  health  care  program. 

Finally,  I  would  be  remiss  if  I  did  not  mention  two  other  functions  of  the  VA  sys- 
tem which  must  be  considered  in  the  overall  determination  of  how  the  VA  hospital 
system  relates  to  a  national  health  reform  plan. 

First,  the  issue  of  the  function  of  the  VA  hospital  system  as  a  backup  for  our  mili- 
tary needs.  In  the  advent  of  war,  they  have  over  the  years  played  a  vital  role  as 
a  backup  to  our  military  hospitals  and  medical  units.  The  non -governmental  hos- 
pitals have  worked  with  the  Defense  Department  over  a  period  of  time  to  provide 
some  of  the  backup  of  beds  and  services,  out  it  must  be  reviewed  if  there  is  a  major 
reduction  of  the  VA  hospital  system. 

The  second  issue  is  tne  major  teaching  role  the  VA  system  has  provided  to  our 
teaching  hospitals  and  universities  in  the  training  of  physicians.  This  cannot  be  ig- 
nored. 1  would  refer  you  to  the  Strategy  2000  Study  for  additional  information  on 
the  relationship  of  the  VA  hospital  system  to  the  over  all  training  of  our  countries 
medical  personnel. 


PREPARED  STATEMENT  OF  DR.  ALASTAIR  M.  CONNELL,  ASSISTANT  IN- 
SPECTOR GENERAL,  OFFICE  OF  HEALTH  CARE  INSPECTIONS,  DEPART- 
MENT OF  VETERANS  AFFAIRS 

Mr.  Chairman  and  Members  of  the  Committee,  I  am  pleased  to  be  here  today  to 
discuss  some  comparisons  of  the  costs  and  outcomes  ofVA  and  non-VA  hospitals. 
Most  of  nw  testimony  is  based  on  a  study  undertaken  by  the  Office  of  the  Inspector 
General  (OIG)  of  the  Department  of  Veterans  Affairs  (VA)  in  1992.  It  was  published 
in  July  1992  in  "Comparison  of  Costs  and  Outcomes  of  Matched  Pairs  of  VAMCs 
and  their  Hospital  Affiliates, "  Report  Number  2HI-A99-183.  It  was  conducted  in  re- 
sponse to  a  request  by  the  Honorable  G.V.  (Sonny)  Montgomery,  Clhairman  of  the 
Committee  on  Veterans'  Affairs,  U.S.  House  of  Representatives,  to  compare  the  costs 
and  quality  of  health  care  in  the  Department  or  Veterans  Affairs  and  the  private 
sector. 

Department  of  Veterans  Affairs  Medical  Centers  (VAMCs)  are  different  from  all 
other  types  of  hospitals,  because  of  veteran  eligibility  criteria,  the  relative  higher 
ages  of  veterans  and  their  predominantly  male  population.  This  makes  all  compari- 
sons very  difficult.  No  absolute  match  of  VAMCs  with  other  hospitals  exists  because 
of  the  special  characteristics  of  the  VA  patient  population. 

Following  a  critical  review  of  available  methodologies  used  in  the  few  existing 
studies,  we  chose  to  address  the  issue  by  comparing  overall  costs  in  15  matched 
pairs  of  major  affiliated  VA  hospitals  and  non-VA  university  hospitals.  To  sample 
the  relative  quality  of  VA  outcomes,  the  mortality  rates  of  mtdes,  65  and  over,  and 
mortality  following  prostate  surgery  were  compared  in  the  same  matched  pairs. 

The  results  of  this  comparison  were  broadly  favorable  to  the  VA  in  terms  of  costs 
and  outcomes  and  the  report  may  be  a  contribution  to  discussions  of  the  role  of  the 
VA  in  national  health  delivery.  The  OIG  study  concluded  that: 

1.  The  observed  mortality  for  males,  65  and  over,  is  the  same  in  VA  and 
matched  non-VA  university  hospitals. 

2.  The  observed  mortality  following  prostate  surgery  is  the  same  in  VA  and 
matched  non-VA  hospitals. 

3.  By  indirect  comparison,  the  VAMC  observed  mortality  compares  favorably 
with  mortality  in  United  States  hospitals,  generally. 

4.  In  the  matched  pairs  of  hospitals  studied,  total  operating  costs,  per  unit 
of  clinical  effort  were  62  percent  those  of  university  affiliates. 

5.  Comparisons  of  private  sector  and  VA  hospital  performance  based  on  exist- 
ing data  bases,  are  fraught  with  hazard. 

The  scope  of  the  OIG  study  was  limited  in  that  it  considered  only  a  convenience 
sample  of  major  facilities.  Extrapolation  beyond  this  should  be  made  with  caution. 
The  study  did  not  address: 

1.  Direct  comparisons  of  VAMCs  with  non-university  hospitals. 

2.  The  relative  performance  of  VA  psychiatric  hospitals,  non-affiliated  VA  hos- 
pitals, long-term  care  units,  outpatient  clinics,  and  special  units  such  as  spinal 
cord  injury,  blind  rehabilitation,  etc. 
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3.  Comparisons  of  other  health  outcomes,  such  as  waiting  times,  patient  con- 
venience, satisfaction,  and  staff  friendliness. 

4.  The  relative  costs  per  admission  of  VA  patients  relative  to  non-VA  hospital 
costs  per  admission.  VA  hospitals  have  longer  lengths  of  stay  than  non-VA  Hos- 
pitals. Since  older  persons  generally  have  longer  lengths  of  stay,  this  may  be, 
in  part,  a  function  of  the  relative  ages  of  the  two  hospital  populations.  In  the 
hospitals  in  the  OIG  study,  between  40  and  50  percent  of  veteran  patients  were 
65  and  over  as  were  approximately  25  percent  of  the  university  hospital  pa- 
tients. Greater  lengths  oi  stay  at  VA  hospitals  require  that  any  comparisons  on 
a  per-admission,  or  per-diagnosis  basis  need  to  be  corrected  to  take  into  account 
the  distinct  age  distribution  of  VA  patients.  This  aspect  of  the  comparison  is  a 
subject  of  continuing  study  by  the  DIG.  It  may  be  that  the  cost  benefit  of  the 
VA  per-admission  is  less  impressive  than  per-overall  clinical  effort. 

The  rationale  and  methodology  for  this  comparison  arose  out  of  consideration  of 
important  constraints  including: 

1.  Concerns  about  the  validity  of  diagnostic  related  group  DRG-based  case- 
mix  adjustments.  There  is  great  variability  in  diagnostic  coding,  even  among  ex- 
perienced coders,  undermining  the  credibility  of  DRG-based  comparisons.  (OIG 
Report,  "Report  on  the  Variability  of  ICD-9-CM  Coding  and  Derived  Diagnostic 
Related  Groups  (DRGs)  in  VA  Medical  Records,  Report  Number  3HI-A99-071) 

2.  Absence  of  generally  agreed,  broadly-based  severity  of  illness  adjustment 
measurements  that  have  aaequate  acceptance  in  either  the  public  or  private 
sector.  Many  believe  that  VA  patients  are  sicker  than  non-VA  patients,  but  so 
far  no  good  quantitative  data  exists  to  validate  this. 

3.  Lack  of  direct  comparability  of  Health  Care  Financing  Administration 
(HCFA)  and  Veterans  Health  Administration  (VHA)  data  files  in  important 
areas,  such  as  timing  of  mortality  reporting,  gender  information,  and  different 
definitions  of  principal  diagnosis. 

The  matched  pairs  of  VAMCs  and  non-VA  university  facilities  have  numerous 
similar  characteristics,  which  help  validate  our  comparisons.  These  common  fea- 
tures include: 

1.  VA  and  non-VA  teaching  hospitals  probably  treat  patients  who  are  more 
severely  ill,  and  more  debilitated  or  sick  tnan  most  non-teaching  hospitals. 

2.  In  general,  teaching  hospitals,  especially  state-owned  or  operated  ones, 
treat  a  hi^  proportion  of  indigent  patients,  patients  on  Medicaid,  and  patients 
with  special  proolems  referred  from  other  facilities;  similar  to  patients  referred 
to  large,  university-affiliated  VA  hospitals.  There  is  widespread  evidence  that 
lower  social  class  is  correlated  with  increased  mortality. 

3.  There  is  wide  overlap  in  physician  staffs  in  the  pairs  of  hospitals. 

4.  The  same  residents  and  medical  students  rotate  through  both  facilities. 

5.  VAMCs  share,  with  their  university  afliliates,  responsibility  for  the  train- 
_  of  a  spectrum  of  other  health  professionals. 
>.  Sometimes  high  technology  equipment  is  shared. 

These  factors  affect  the  nature  of  practice  and  the  delivery  systems  for  health 
care.  They  set  these  facilities  apart  from  other  health  care  institutions  and  make 
the  university  hospital  a  valid  match  for  its  affiliated  teaching  VAMC. 

We  matched  pairs  of  VAMCs  and  university  affiliates  on  tne  basis  of  six  criteria: 
(1)  each  hospital  had  greater  than  70  medical  residents,  (2)  a  direct  one-to-one  aflili- 
ation  between  the  VAMC  and  the  university,  (3)  the  hospitals  were  geographically 
within  5  miles  of  each  other,  (4)  the  university  hospital  was  state  owned  and/or  op- 
erated, (5)  in  the  VAMC  and  the  university  hospital  a  similar  spectrum  of  services, 
such  as  those  dependent  on  major  high  technology,  and  (6)  the  VAMC  had  a  bed 
distribution  approximately  that  of  the  university  hospital.  Of  the  70  pairs  originally 
considered,  15  pairs  of  hospitals  met  all  criteria. 

Based  on  the  evaluation  of  the  15  pairs  of  hospitals,  it  emerged  that  the  observed 
inpatient  mortality  rate  for  males,  65-years  and  over,  at  all  15  VAMCs  was  6.0  per- 
cent and  for  the  university  hospitals,  6.4  percent.  The  difference  in  mortality  rates 
was  not  statistically  significant  as  indicated  in  the  table. 

COMPARISON  OF  MORTAUTY  (ALL  PAIRS.  MALES  >  65  YRS.) 

FY  1989 
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The  15  university  hospitals'  mortality  is  much  lower  than  average  when  compared 
with  HCFA  mortality  data  from  all  U.S.  hospitals. 

In  FY  1989,  on  patients,  age  65  and  older,  the  15  VAMCs  performed  1,627  pros- 
tate operations  with  1  death  compared  to  632  operations  performed  in  university 
hospitals  on  Medicare  patients  witn  6  deaths. 

In  every  pair,  the  cost  per  work  unit  of  effort  of  the  VAMC  was  less  than  that 
of  the  afluiated  university  hospital.  VAMC  costs  were  $132.7  per  work  unit  and  the 
afliliate  costs  were  $214.4  per  unit  of  clinical  effort.  Overall  VAMC  costs  were  61.9 
percent  those  of  the  affiliate.  These  differences  are  highly  significant.  Some  consid- 
erations may  help  interpret  these  cost  data,  for  example: 

1.  University  hospitals  have  only  limited  costs  which  can  be  attributed  to  fac- 
ulty salaries.  VAMCs,  on  the  other  hand,  include  all  physician  salaries  in  their 
costs.  This  constitutes  a  significant  cost  to  VAMCs  amounting,  on  average,  to 
22  percent  of  the  payroll  budget  of  a  major  VA  teaching  hospital. 

2.  University  hospitals  may  have  some  residency  positions  funded  by  the  med- 
ical school  or  other  sources,  through  grants,  contracts,  or  direct  state  appropria- 
tions to  the  school.  That  is  unusual  in  a  VAMC. 

3.  VHA  undertook  a  limited  telephone  survey  in  1990  which  showed  that 
VAMCs  had  80  RNs  per  100  operating  beds  while  their  university  affiliates  had 
140  RNs  per  100  operating  beds. 

4.  There  were  442  employees  per  100  occupied  beds  in  the  VAMCs  and  681 
employees  per  100  occupied  beds  in  the  affiliates.  VAMCs,  therefore,  operated 
witn  65  percent  of  the  personnel  staffing  of  the  affiliates. 

5.  The  operating  costs  in  VAMCs  and  university  hospitals  did  not  include  cap- 
ital costs.  Some  debt  repayment  on  capital  outlay  was  included  in  some  of  the 
university  hospital  operating  budgets. 

6.  A  major  cost  difference  between  university  and  VAMCs  probably  resulted 
from  the  feet  that  in  1990  VAMCs  did  not  have  lai^ge  billing  and  collection  ex- 
penses, which  are  significant  costs  to  university  hospitals.  The  Byzantine  inter- 
relationships of  teaching  hospitals,  medical  schools  and  faculty  practice  plans 
also  obfuscate  university  hospital  costs. 

Does  the  VA  provide  cost  efficient  health  care?  The  OIG  study  provides  yet  an- 
other indication  that  VA  costs,  per  equivalent  clinical  effort,  in  this  case  in  a  con- 
venience sample  of  teaching  affiliates,  are  lower  than  in  the  non-Federal  sector.  This 
is  consonant  with  previous  published  work.  In  1986,  VHA,  using  a  diagnosis-ad- 
justed methodology,  found  that  for  medicine  and  surgery,  VA  average  costs  were 
less  than  private  hospital  care.  VA  costs  for  psychiatry,  however,  were  higher.  In 
1990,  a  report  by  the  Association  of  American  Medical  Colleges  showed  that  VA 
costs  per  oay  were  62  percent  those  of  the  325  non-VA  member  hospitals  of  the 
Council  of  Teaching  Hospitals.  A  further  indicator  pointing  to  lower  VA  costs  is  that 
current  VHA  reimbursement  costs  are  approximately  50  percent  of  equivalent 
HCFA  charges.  These  studies  all  suffer  methodological  constraints  and  all  compari- 
sons have  to  be  hedged  with  assumptions  and  explanations.  These  test  the  indul- 
gence of  reviewers,  but  will  persist,  because  veterans'  hospitals  are  unique. 

In  our  report  we  were  cautious  in  our  conclusions  and  encouraged  VHA  to  under- 
take studies  to  develop  the  information  essential  for  more  precise  comparisons.  In 
the  months  since  the  report  was  published,  I  have  had  numerous  discussions  about 
its  content.  As  a  result,  I  think  we  may  have  been  unduly  conservative.  Although 
it  is  not  possible  to  be  assured  of  the  degree  to  which  VAMCs  may  be  less  costly 
than  their  affiliates,  the  consideration  which  seems  to  clinch  the  argument  about 
costs  in  favor  of  the  VA  is  that  VA  hospital  costs  include  physician  costs.  In  the  non- 
federal sector,  physician  costs  represent  an  extra  major  cost,  not  reported  by  hos- 
pitals. 

At  the  very  least,  the  VA  provides  health  care  with  clinical  outcomes  as  good  as 
the  best  in  the  country  to  a  population  who  otherwise  would  be  poorly  served, 
among  whom  are  many  of  the  most  needy  and  most  deserving  of  America's  citizens. 
The  weight  of  available  data  is  that  the  VA  provides  this  care  at  lower  cost  than 
non-VA  providers. 


PREPARED  STATEMENT  OF  DR.  KERRY  E.  KILPATRICK,  PROFESSOR  AND 
CHAIRMAN,  DEPARTMENT  OF  HEALTH  POLICY  AND  ADMINISTRATION, 
SCHOOL  OF  PUBLIC  HEALTH,  UNIVERSITY  OF  NORTH  CAROLINA  AT 
CHAPEL  HILL 

Mr.  Chairman  and  members  of  the  committee,  I  am  pleased  to  be  here  today  to 
comment  on  some  factors  to  be  considered  in  making  comparisons  of  the  cost  of  care 
between  the  Veterans  Health  Administration  and  private  sector  institutions.  My 
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professional  tredning,  teaching,  and  research  interests  are  in  the  areas  of  industrial 
and  systems  engineering,  business  administration,  management  science,  and  health 
policy  analysis,  while  I  nave  never  been  a  full-time  employee  of  the  Department  of 
Veterans  Affairs,  I  have  had  the  opportunity  to  serve  on  boards  and  committees  of 
the  Health  Services  Research  and  Development  Service  of  the  Veterans  Health  Ad- 
ministration, to  conduct  research  on  VHA  nealthcare  delivery  problems,  and  to  serve 
as  panel  chairman  of  the  Institute  of  Medicine  study  on  Physician  Staiting  in  the 
VHA.  These  experiences  have  given  me  some  familiarity  with  the  VA's  healthcare 
system  and  how  it  operates,  and  an  understanding  of  the  data  systems  that  are 
available  to  support  inquiries  of  the  kind  your  conunittee  is  addressing.  While  I  un- 
derstand that  the  immediate  task  at  hand  is  to  address  the  cost  comparison  issue, 
I  also  am  aware  that  this  conunittee  is  considering  the  broader  issue  of  how  best 
to  provide  and  flnance  a  continuum  of  high  quality  health  care  to  veterans  now  and 
in  the  fiiture.  I  will  briefly  address  this  latter  issue  at  the  end  of  my  remarks. 

One  of  the  principal  difficulties  in  comparing  healthcare  delivered  by  the  VHA  to 
healthcare  delivered  in  the  private  sector  is  the  vast  difference  in  missions  between 
the  two  sectors.  As  is  well  known,  the  statutory  mission  of  the  VHA  is  stated  in 
four  parts: 

1.  To  develop,  maintain  and  operate  a  national  healthcare  delivery  system  for 
eligible  veterans; 

2.  To  carry  out  a  program  of  education  and  training  of  health  personnel; 

3.  To  carry  out  a  program  of  medical  research  and  development;  and 

4.  To  furnish  health  services  to  members  of  the  armed  forces  during  periods 
of  war  and  national  emergency. 

The  goals  relevant  to  this  mission  have  been  stated  as: 

1.  The  provision  of  healthcare — to  ensure  the  highest  quality  of  healthcare  for 
the  nation's  eligible  veterans; 

2.  The  provision  of  education — to  maintain  the  quality  of  healthcare  provided 
to  veterans  and  the  nation  as  a  whole  through  education/training  of  medical, 
dental,  and  allied  health  professionals; 

3.  The  provision  of  research — to  conduct  medical  research  that  benefits  veter- 
ans' healthcare  delivery  and  quality  of  life  for  veterans  and  others;  and 

4.  DoD  contingency  support — to  serve  as  the  primary  healthcare  backup  to 
the  Department  of  Defense  active  duty  military  force  in  the  event  of  war  or  na- 
tional emergency. 

These  goals  have  been  expanded  to  include  meeting  the  special  healthcare  needs 
of  female  veterans,  aging  veterans,  homeless  veterans,  former  prisoners  of  war,  Viet- 
nam veterans,  and  those  veterans  requiring  special  treatment  and  rehabilitative 
services.  In  the  management  area,  a  goal  appears  to  be  to  utilize  the  latest  techno- 
logical advances  and  innovative  management  strategies  to  provide  the  highest  qual- 
ity of  healthcare  services  to  veterans  on  a  timely  basis.  Although  these  goals  are 
modified  from  time  to  time,  they  have  remained  essentially  unchanged  for  the  last 
45  years. 

Equally  relevant  to  the  evaluation  of  organizational  design  and  management 
strategies  are  additional  informal  missions  (never  explicitly  stated)  to  which  the 
VHA  must  respond.  The  first  set  of  these  unstated  missions  emanates  from  the  De- 
partment's board  of  directors,  i.e..  Congress.  In  addition  to  supporting  the  statutory 
goals,  Congress  has  the  goal  of  maintenance  of  jobs  and  the  economic  stabilization 
of  the  districts  represented  by  its  individual  members. 

In  addition,  three  other  powerful  constituencies  have  specifically  relevant  goals. 
The  first  of  these  groups  is  the  veterans  service  organizations  who  are  vigorously 
committed  to  preserving  the  structure  of  the  current  system  of  care  as  a  visible  re- 
minder of  the  government's  commitment  to  them  and  to  ensuring  the  preservation 
of  their  access  to  a  full  range  of  healthcare  free,  or  at  least  reduced  cost.  Another 
large  constituency  to  be  satisfied  is  the  200,000  VHA  employees,  who  clearly  have 
a  vested  interest  in  seeing  that  the  self-contained  system  of  care  is  preserved. 

The  final  constituency,  that  has  grown  in  importance  as  the  medical  school-VHA 
affiliations  have  matured,  are  the  medical  schools,  their  administrators,  and  faculty. 
While  the  original  objective  for  establishing  the  medical  school-VHA  affiliations,  i.e., 
the  enhancement  of  patient  care  quality,  has  been  amply  justified,  an  extremely 
strong  constituency  for  preservation  of  the  status  quo  is  now  in  place.  Clearly,  the 
medical  schools  have  an  interest  in  preserving  the  system  that  supports  many  of 
their  residents  and  faculty,  provides  research  facilities  for  faculty,  and  provides 
medical  research  grant  funding  available  only  for  "full-time"  VHA  employees.  To  un- 
derstand fully  how  strategic  decisions  are  made  in  the  VHA,  one  must  take  into  ac- 
count not  only  the  formally  stated  mission  and  goals,  but  as  well,  the  informal  mis- 
sions and  goads  expected  of  the  VHA  by  its  constituency  groups.  That  these  missions 
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and  goals  can  be  cleariy  conflicting  creates  special  challenges  for  Congress  and  for 
managers  within  the  VHA  system. 

Cost  Comparisons  Between  VA  and  Non-VA  Facilities 

Clearly,  any  comparison  of  cost  of  care  between  the  VHA  and  the  private  sector 
must  take  into  account  the  breadth  of  the  mission  of  the  Veterans  Health  Adminis- 
tration. While  it  is  difficulty  in  either  sector  to  disentangle  completely  the  ioint 
Sroducts  of  patient  care,  teaching,  and  research;  to  the  extent  permitted  by  the  data, 
irect  teaching  and  research  costs  should  be  adjusted  for  in-VA/non-VA  cost  com- 
parisons. 

Within  the  VHA,  the  research  and  teaching  activities  can  partially  be  adjusted  out 
through  the  use  of  the  Cost  Distribution  Reports.  While  some  inaccuracies  may  exist 
in  the  CDR  at  the  facility  level,  in  the  aggregate,  it  probably  does  a  credible  job  of 
distributing  spending  to  cost  centers.  In  the  private  sector,  research  costs  per  se 
would  not  be  expected  to  occur  to  any  great  extent  in  the  hospital  budgets  (it  might 
be  a  part  of  affiliated  medical  schools  budgets),  but  teaching  costs  occur  similarly 
to  those  in  the  VAMCs. 

The  cost  consequences  of  the  DoD  contingency  mission  are  more  difficult  to  deter- 
mine. In  Operation  Desert  Shield/Storm,  the  VAMCs  determined  that  they  could 
provide  about  18,000  beds  within  72  hours  and  more  than  25,000  beds  over  a  longer 
term  for  care  of  casualties.  All  172  VAMCs  were  involved  to  some  extent  in  planmng 
for  treatment  of  combat  casualties.  Of  these,  22  VAMCs  received  special  designation 
to  treat  chemical  warfare  casualties.  Fortunately,  exercises  in  preparedness  on  this 
scale  do  not  happen  frequently.  However,  it  is  probable  that  some  continuing  cost 
is  incurred  for  maintaining  an  adequate  level  ol  backup  capacity  to  receive  combat 
casualties  and  to  provide  health  care  resources  in  time  of  natural  disaster.  Clearly, 
private  sector  institutions  do  not  bear  these  costs. 

Another  major  factor  to  be  considered  in  intersector  cost  comparisons  is  the  na- 
ture of  the  patient  populations  served.  The  VA  patient  population  is  substantially 
different  from  those  patients  seen  in  private  sector  institutions.  That  the  veteran 
population  is  rapidly  aging  is  an  important  factor  considered  in  all  VA  planning  and 
is  especially  important  in  intersector  cost  comparisons.  Less  well  known  is  the  fact 
that  while  male  veterans  in  aggregate  are  similar  in  many  ways  to  their  male  civil- 
ian counterparts,  the  veterans  wno  utilize  VA  facilities  are  quite  different  from 
those  who  utilize  private  sector  facilities.  These  veterans  are  likely  to  be  uninsured, 
have  lower  income,  have  lower  perceived  health  status,  be  unable  to  perform  their 
usual  Eictivities  because  of  chronic  conditions,  and  are  more  likely  to  be  unmarried 
and  to  live  alone.  The  lack  of  social  support  networks  in  the  community  has  signifi- 
cant effects  on  the  cost  of  the  treatment  process.  These  characteristics  coupled  with 
the  greater  likelihood  of  co-morbidities  and  chronic  disease  suggest  that  VA  patients 
may  be  more  costly  to  treat  and  will  have  longer  lengths  of  stay  than  will  their  non- 
VA  counterparts  with  similar  diagnoses.  For  example,  if  an  individual  does  not  have 
a  spouse  or  similar  support  in  the  community,  it  would  be  appropriate  to  maintain 
the  patient  in  the  hospital  for  additional  non-acute  days  after  the  acute  episode  has 
been  resolved.  This  practice  would  enhance  continuity  of  care  and  decrease  the  like- 
lihood of  an  unplanned  readmission.  The  cost  consequences  of  longer  lengths  of  stay 
are  seen  on  a  per-discharge  basis,  but  may  be  cost-effective  when  treatment  pat- 
terns over  time  for  that  individual  are  considered.  Because  of  these  longer  lengths 
of  stay  in  the  VA  and  lower  acuity  toward  the  end  of  hospital  stay,  the  cost  per  pa- 
tient day  would  be  expected  to  be  lower  in  the  VA  and  the  cost  per  discharge  would 
be  expected  to  be  higher  than  in  the  private  sector. 

Another  difficulty  inherent  in  intersector  comparisons  is  the  determination  of 
what  services  are  being  costed.  The  goal  of  VHA  is  to  provide  a  continuum  of  serv- 
ices from  preventive  care,  to  acute  care,  to  home  care  or  long  term  care.  In  making 
intersector  cost  comparisons,  it  is  essential  that  the  type  of  care  provided  be  equiva- 
lent. It  is  clearly  inappropriate,  for  example,  to  compare  to  the  cost  of  an  acute  epi- 
sode in  a  private  sector  hospital  with  an  episode  in  a  VAMC  which  might  include 
a  broader  range  of  services  including  intermediate  care  days  or  rehabilitation.  An- 
other important  difference  between  VHA  care  and  acute  care  received  in  the  private 
sector  is  that  the  VA  physicians  are  predominantly  salaried  and  their  salary  costs 
are  included  in  the  medical  center  budget.  In  private  sector  community  hospitals, 
physician  fees  would  be  billed  separately.  It  has  been  estimated  that  approximately 
22%  of  the  payroll  budget  of  a  major  VAMC  can  be  physician  costs.  In  addition,  the 
salaries  of  residents  are  included  in  the  VAMCs  budget.  Thus,  to  compare  the  cost 
of  an  episode  of  care,  either  physician  costs  must  be  deleted  from  the  VHA  costs 
or  professional  costs  included  for  the  private  sector.  On  the  other  hand,  there  are 
costs  the  private  sector  institutions  incur  that  are  not  included  in  a  VAMCs  budget. 
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These  would  include  the  depreciation  allowances  for  capital  and  equipment,  and  the 
repajnment  of  debt.  Also,  the  VAMCs  would  not  include  a  margin  for  profit  (or  re- 
tamed  earnings)  in  their  budget.  Further,  the  VAMCs  are  likely  to  spend  signifi- 
cantly less  on  marketing  and  public  relations  than  their  private  sector  counterparts. 
However,  the  costs  of  the  central  office  administration  should  be  proportionately  al- 
located to  VAMCs  to  represent  adequately  the  administrative  overnead.  Also,  VA 
does  not  bear  the  malpractice  insurance  cost  burden  of  the  private  sector  hospitals. 
Although  estimates  of  administrative  costs  incurred  by  private  sector  hospitals  dif- 
fer, it  IS  probable  that  the  VAMCs  incur  less  expense  for  charge  reporting,  billing, 
and  collecting,  and  the  computing  expenses  associated  with  these  eflorts  even  witn 
the  resources  now  devoted  to  the  Medical  Cost  Recovery  Program.  Further,  while 
it  is  possible  with  VA  data  to  separate  out  inpatient  expenditures  from  outpatient 
expenditures,  in  the  private  sector  these  expenditure  categories  are  often  merged 
and  other  means  need  to  be  developed  to  desegregate  the  reported  data.  All  these 
differences  make  aggregate  comparison  of  costs  treacherous.  VA  facilities  are  more 
likely  to  have  signincant  psychiatric  units  and  attached  long-term  care  facilities, 
treat  spinal  cord  injury  patients  and  have  substantial  rehabilitation  services,  also 
significantly  aflecting  the  magnitude  and  distribution  of  costs  at  the  facility  level. 
Thus,  answering  the  "cost  of  what'  in  comparing  VA  to  non-VA  facilities  can  itself 
be  a  significant  undertaking. 

Another  obvious  difference  between  the  VA  and  non-VA  facilities  exists  in  their 
non-physician  staffing  levels.  While,  as  noted  above,  for  patients  with  similar  diag- 
noses the  demands  of  care  in  the  VA  are  likely  to  be  higher  than  in  the  private  sec- 
tor, across  all  patients  the  acuity  level  for  private  sector  institutions  would  typically 
be  higher  than  in  the  VA  because  of  the  chronic  nature  of  the  problems  presented 
by  many  VA  patients.  If  this  is  true,  lower  staffing  levels  in  the  VA  would  be  ex- 
pected and  would  be  consistent  with  efficient  allocation  of  personnel  resources. 
These  lower  average  staffing  levels  in  the  VA  should  not  therefore  be  taken  as 
prima  facie  evidence  of  poor  quality  care.  The  acuity  level  of  comparable  patients 
must  be  accounted  for  in  the  comparison. 

Cost  Advantages  of  the  VHA 

In  many  ways,  the  VHA  embodies  characteristics  now  being  proposed  under 
health  systems  reform.  The  VHA  clearly  operates  under  a  fixed  annual  budget 
which  should  encourage  efficient  allocation  ol  resources.  The  VHA  is  largely  free  of 
competitive  rivalry  to  acquire  the  latest  (sometimes  untried)  medical  equipment 
simply  to  enhance  its  image  in  the  maiket.  VHA  is  an  integrated  system  which  per- 
mits the  sharing  of  best  practices  easily  between  institutions.  Finally,  the  vast  ma- 
jority of  physicians  are  salaried  which  should  eliminate  physician-induced  volume 
increases.  (It  is  probably  safe  to  assume,  however,  that  we  are  unlikely  to  see  a 
health  reform  proposal  that  advocates  federal  ownership  of  all  health  care  facilities.) 

With  these  cautionary  notes  as  background,  it  is  instructive  to  look  at  a  few  num- 
bers to  illustrate  the  points  made  earlier.  One  way  to  compare  cost  between  veter- 
ans hospitals  and  other  hospitals  is  by  reference  to  the  AHA  Annual  Survey  data. 
Comparisons  with  the  data  from  the  1991  Annual  Survey  (the  latest  avtiilable)  indi- 
cate that  the  VA  hospitals  have  a  considerably  lower  average  expense  per  adjusted 
patient  day  and  a  higher  expense  per  adjusted  admission.  The  VHA-private  sector 
comparison  is  shown  in  the  table  below. 


Veterans  hos- 
pitals 

Other  hospHab 

Number  of  hospitals  . 

138 

5,152 

Average  annual  admissions 

6.405 

6,038 

Average  annual  inpatient  days 

126,985 

43,263 

Average  length  of  stay 

19.8 

7.2 

Average  numtxr  of  beds 

472 

175 

Average  expense  per  adjusted  admission 

$11,579 

$5,786 

Average  expense  per  adjusted  inpatient  day  $584 

$812 

SouHCK:  AHA  1991  Annual  Survey  (non-estimated  version). 

The  question  raised  by  this  crude  comparison  is,  "What  would  be  the  result  if  we 
were  able  to  adjust  the  sampled  private  sector  hospitals  to  look  more  like  the 
VAMCs,  or  to  acljust  the  VAMCs  to  look  more  like  the  sampled  private  sector  hos- 
pitals by  removing  some  of  the  costs  that  are  dissimilar  between  the  two  sectors?" 
Throum  a  number  of  sophisticated  statistical  techniques  including  case  mix  adjust- 
ment, Dr.  Theodore  Stefos  at  the  Management  Science  Group  at  the  VAMC  in  Bed- 
ford has  eliminated  many  of  the  causes  of  inaccurate  comparisons.  Stefos  found  that 


219 

the  average  expenditure  per  adjusted  discharge  was  only  7%  higher  in  the  VA  than 
in  the  non-VA  sector  in  1984.  In  1985  the  VA  was  13%  higher  than  non-VA  hos- 
pitals. However,  in  1986,  the  VA  was  5%  lower  than  non-VA  hospitals,  and  in  1987 
and  1988  the  average  expenditures  per  adjusted  dischai^e  between  the  two  sectors 
differed  by  less  than  1  %.  As  one  would  expect,  given  the  longer  lengths  of  stay  in 
the  VA,  Stefos  found  that  the  average  expenditure  per  day  was  very  much  lower 
in  the  VA  in  all  years.  Thus,  if  one  is  careful  about  adjusting  for  the  major 
dissimilarities  between  VA  and  non-VA  facilities,  VA  appears  to  be  very  cost  com- 
petitive. 

Rate  of  Cost  Increase 

The  data  presented  by  Stefos  also  suggest  that  the  rate  of  cost  increase  in  the 
VA  may  be  lower  than  the  rate  in  the  private  sector.  He  is  now  extending  his  analy- 
sis to  1992.  It  is  my  understanding  that  those  data  will  be  available  shortly.  Given 
the  cap  on  total  spending  inherent  in  the  VA  system,  and  the  reliance  on  salaried 
physicians,  it  would  be  expected  that  the  rate  of  cost  increase  would  be  significantly 
lower  in  the  VHA.  An  indication  of  private  sector  rates  of  increase  is  seen  in  Figures 
1  and  2  below.  Figure  1  shows  the  growth  of  average  cost  per  hospital  stay  in  the 
private  sector  over  time,  whereas  Figure  2  displays  the  percentage  change  between 
the  subsequent  years.  Using  the  AHA  Annual  Survey  data  referred  to  earlier,  the 
rate  of  increase  for  the  average  expense  per  adjusted  admission  in  the  private  sector 
was  about  12%  between  1989  and  1990,  and  about  10%  between  1990  and  1991.  On 
the  other  hand,  over  the  same  two  year  period,  the  VHA  averaged  an  approximately 
5.6%  annual  rate  of  increase.  While  these  unadjusted  data  are  only  suggestive,  it 
will  be  of  interest  to  compare  them  to  more  carefully  calculated  rates  of  increase 
when  they  become  available.  The  initial  data  suggest,  however,  that  the  VA  is  pro- 
viding care  at  least  as  efficiently  as  the  private  sector  and  is  incurring  cost  increases 
at  a  substantially  lower  rate. 
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FIGURE  1-COST  PER  INPATIENT  STAY  1970-1991 

Thousands 
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Source:  AHA  Hospital  Statistics,  1992-93 
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FIGURE  2— ANNUAL  RATE  OF  INCREASE  EXPENSE  PER  PATIENT  STAY 

PERCENT  CHANGE 
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YEAR 

Source:  AHA  Hospital  Statistics,  1992-93 

Capitation  Payments 

While  intersector  cost  comparisons  can  be  technically  challenging  and,  therefore, 
fascinating  from  an  academic  perspective,  it  is  important  in  my  view  to  keep  our 
eyes  on  the  goal  of  providing  a  continuum  of  high  quality  health  care  to  veterans 
at  a  sustainaole  cost.  The  relevant  question  to  be  addressed  is  what  would  be  the 
cost  per  capita  of  providing  an  appropriate  sp>ectrum  of  services  to  all  eligible  veter- 
ans located  in  a  given  service  area.  Tnese  actuarial  computations  would  account  not 
only  for  acute  inpatient  services,  but  for  long-term  care,  home-based  care,  outpatient 
services,  pharmaceuticals,  and  other  specialized  care  the  population  may  require. 

The  question  naturally  arises  whether,  under  healthcare  reform,  an  integrated 
network  of  community  healthcare  facilities  and  physicians  might  be  able  to  provide 
the  same  continuum  of  care  now  provided  by  vHA  at  comparable  (or  better)  cost 
and  Quality.  The  fu^t  step  in  such  a  comparison  would  be  the  specification  of  the 
set  or  services  to  be  covered  in  the  plan.  Clearly,  to  be  comparable  to  the  current 
spectrum  of  services  provided  by  VHA,  in  one  scenario  the  private  sector  plan  would 
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have  to  include  outpatient  and  preventive  services,  inpatient  acute  care,  intermedi- 
ate and  long-term  care,  prescription  medicines,  home  health  services,  and  rehabilita- 
tion services.  The  expected  capitated  cost  of  this  comprehensive  plan  in  the  private 
sector  could  then  be  compared  to  the  estimated  cost  in  VHA  to  serve  the  same  popu- 
lation. 

Alternatively,  the  private  sector  plan  for  veterans  care  might  include  only  those 
services  it  felt  it  was  best  equipped  to  offer  at  a  competitive  cost  and  quality.  The 
expected  capitated  cost  would  be  determined  then  for  this  reduced  set  of  services 
and  compared  to  the  estimated  capitated  cost  in  the  VHA  for  the  same  services. 
There  are  two  dangers  that  I  see  with  this  disaggregated  approach.  First,  it  threat- 
ens the  continuity  of  care  achieved  with  the  current  VHA  system.  Second,  if  imple- 
mented, disaggregation  of  components  of  care  could  prove  more  costly  for  both  the 
VHA  and  the  private  sector  in  the  long  run.  Nonetheless,  the  policy  debate  would 
be  better  informed  if  actuariallv  sound  determinations  of  the  capitated  costs  of  alter- 
native bundles  of  services  could  be  compared  between  the  VHA  and  proposed  pri- 
vate sector  networks. 

It  is  my  understanding  that  Dr.  Frank  Holden  at  VHA's  Boston  Development  Cen- 
ter is  engaged  in  computing  such  estimated  capitation  cost  levels  under  a  varietv 
of  alternative  care  provision  scenarios  for  the  VHA.  It  appears  to  me  that  the  rel- 
evant comparison  to  be  made  with  the  private  sector  is  therefore  'Vhat  capitation 
f>ayment  would  be  required  to  provide  a  given  set  of  healthcare  services  to  a  speci- 
ied  veteran  population."  Because  the  goal  in  veterans  care  should  be  to  provide  the 
broadest  possible  continuum  of  services  in  a  way  that  maintains  continuity  of  care 
and  assures  quality,  the  estimation  of  a  capitated  cost  appears  to  be  the  most  appro- 
priate strategic  formulation  of  the  cost  comparison  question. 

I  believe  the  committee  will  have  an  opportunity  to  review  Dr.  Holden's  work  at 
a  later  date.  It  may  also  be  of  interest  to  your  deliberations  to  determine  if  private 
sector  capitation  costs  for  providing  alternative  levels  and  intensities  of  services  to 
eligible  veteran  populations  might  be  calculated  for  comparison. 


PREPARED  STATEMENT  OF  DR.  WILLIAM  B.  SCHWARTZ,  DEPARTMENT  OF 
MEDICINE,  UNIVERSITY  OF  SOUTHERN  CALIFORMA 

Mr.  Chairman  and  Members  of  the  Committee,  thank  you  for  your  invitation  to 
testify  before  the  Conunittee  on  Veterans'  Affairs  on  the  issue  of  nealth  care  costs. 
It  is  my  purpose  today  to  lay  out  the  evidence  which  indicates  that  neither  managed 
competition  nor  any  other  means  of  eliminating  inefTiciency  in  the  health  care  sys- 
tem will  produce  more  than  a  brief  and  slight  degree  of  cost  containment.  The  un- 
happy fact  is  that  only  through  the  rationing  of  beneficial  services  can  effective  cost 
containment  be  achieved. 

To  understand  this  conclusion  it  is  necessary  to  examine  the  fundamental  flaw 
in  virtually  all  policy  efforts  designed  to  contain  costs.  The  problem  lies  in  the  fail- 
ure of  both  economists  and  policy  makers  to  distinguish  between  strategies  that  cut 
the  current  level  of  spending  versus  those  that  cut  the  rate  of  increase. 

Few  people  are  seriously  worried  about  the  level  of  spending  as  high  as  it  is.  In 
fact,  if  we  could  assure  you  that  the  percent  of  GDP  devoted  to  health  care  will  not 
increase,  the  issue  of  medical  costs  would  lately  disapi)ear  from  the  policy  agenda. 
The  real  concern  of  both  legislators  and  business  is  tne  steady  rise  in  costs — some 
6  percent  annually,  inflation  corrected — a  rise  that  would  double  real  total  expendi- 
tures every  twelve  years. 

Yet  virtually  all  cost-containment  efforts  have  primarily  effected  the  level  of 
spending,  i.e.,  have  produced  a  once-and-for-all  reduction  in  costs  while  little  influ- 
encing tne  real  culprit,  the  rapid  rise  in  costs.  The  elimination  of  unnecessary  care 
is  the  most  striking  example.  Historically  mt^aged  care,  notably  HMOs,  have 
achieved  their  cost  advantage  by  using  some  30  percent  fewer  hospital  days  than 
the  fee-for-service  sector  and  this  pool  of  days  has  been  the  central  target  of  cost- 
containment  efforts  since  the  early  19808.  The  result  was  a  remaricable  reduction 
in  days  of  over  30  percent  whidi  for  a  brief  period  during  the  mid-1980s  largely  off- 
set the  upward  trend  in  costs.  As  a  result,  in  many  minds  the  illusion  was  created 
that  managed  care  could  solve  the  problem  of  medical  inflation. 

Nothing  could  have  been  further  from  the  truth.  As  each  year  has  passed  the  fur- 
ther savings  in  days  has  shrunk  to  a  little  over  1  percent  per  year  and,  as  the  offset 
against  rising  costs  has  largely  disappeared,  the  upward  trend  has  fully  reasserted 
itself.  And  even  a  further  cutback  of  15  or  20  percent  of  days,  which  I  consider  ex- 
tremely unlikely,  would  produce  only  a  small  and  temporary  slowing  of  the  cost  spi- 
ral. 
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The  same  reasoning  also  applies  to  other  efliciencies  such  as  closing  under-used 
hospitals,  eliminating  defensive  medicine  and  reducing  administrative  costs.  Such 
one-time  reductions  would  soon  be  overwhelmed  by  an  annual  increase  in  real  costs 
of  some  $30  billion  per  year  in  the  acute  care  sector  alone. 

If  managed  care  is  designed  to  deal  only  with  its  original  mandate  of  eliminating 
inefficiency,  it  seems  clear  that  managed  competition  can  have  only  a  marginal  ef- 
fect on  rising  costs.  Only  if  HIPICs  are  made  an  agent  for  rationing  can  they  con- 
tribute effectively  to  cost  containment.  This  conclusion,  is  convincingly  confirmed  by 
HMO  experience  over  a  period  of  decades.  Historically  HMOs,  although  always  less 
costly  than  their  competitors,  have  shown  a  rate  of  rise  indistinguishable  from  that 
seen  in  the  fee-for-service  sector.  And  even  today,  despite  their  ability  to  skim  off 
the  best  risks,  costs  are  increasing  in  managed  care  organizations  at  a  rate  only 
slightly  less  than  in  the  fee-for-service  sector. 

Any  successful  effort  to  contain  costs  must  thus  be  directed  towards  attenuating 
the  upward  trend.  To  appreciate  how  difficult  it  will  be  to  achieve  this  goal  one 
needs  only  to  look  at  the  forces  contributing  to  the  cost  spiral.  Of  the  total  annual 
rise  of  over  6  percent,  inflation  corrected,  over  half  is  attributable  to  advances  in 
diagnosis  and  treatment.  Hip  replacement,  coronary  bypass  grafts,  CT,  MRI  and 
heart  and  liver  transplants  are  representative  examples  of  the  costly  technologic  ad- 
vances of  the  last  20  years.  In  essence,  the  crisis  in  U.S.  medicine  is  the  result  of 
the  stunning  successes  of  the  biomedical  research  community. 

This  brings  into  focus  a  central  question:  Is  the  pressure  on  costs  created  by  new 
technology  likely  to  persist  or  will  it  abate  over  the  next  decade?  The  answer  seems 
clear.  Given  the  remarkable  medical  advances  that  lie  ahead,  in  particular  those 
stemming  from  the  revolution  in  molecular  biology,  we  can  anticipate  that  cost  pres- 
sures wiu  be  at  least  as  great  as  in  the  past. 

My  conclusion  is  that  we  are  approaching  a  crossroads,  a  point  at  which  we  will 
be  forced  to  choose  between  our  desire  to  provide  any  and  all  care  that  is  beneficial 
and  the  desire  to  contain  costs.  The  two  are  incompatible.  Effective  cost  contain- 
ment, whether  throu^  price  limits,  global  budgets  or  premium  limits,  demands  that 
we  limit  the  use  of  either  new  or  old  procedures  for  patients  in  whom  prospects  of 
benefits  are  small,  an  idea  which  both  physicians  and  patients  will  find  repugnant 
and  which  runs  directly  counter  to  the  traditions  of  American  medicine. 

K  we  turn  to  such  a  strategy,  as  now  seems  most  likely,  it  is  important  that  avail- 
able resources  be  allocated  in  a  fashion  that  is  generaUy  agreed  to  be  both  equitable 
and  efficient.  Not  an  easy  task  and  one  which  will  require  far  more  sophistication 
than  simply  rank  ordering  interventions  and  setting  a  cutofF  point  below  which  pay- 
ments will  not  be  made.  To  exact  the  most  value  from  each  available  dollar  will  re- 
quire elimination  of  low-benefit  care  derived  from  every  procedure  so  that  we  can 
provide  the  high-benefit  care  offered  by  any  technologies.  A  detailed  discussion  of 
now  rationing  might  be  implemented  is  beyond  the  reach  of  this  brief  presentation 
and  thus  best  left  for  exploration  in  the  question  period. 

I  wish  to  conclude  by  saying  how  important  it  is  that  the  American  people  be  told 
clearly  that  there  are  no  painless  solutions  to  the  cost  problem.  Better  that  they 
know  the  facts,  difficult  as  they  are,  rather  than  be  caught  unaware. 


PREPARED  STATEMENT  OF  DR.  JOSEPH  LIPSCOMB,  ASSOCIATE  PROFES- 
SOR OF  PUBLIC  POLICY  STUDIES  AND  COMMUNITY  AND  FAMILY  MEDI- 
CINE, DUKE  UNIVERSITY 

I.  Opening  Statement 

I  am  Joseph  Lipscomb,  an  economist  by  training  whose  research  over  the  years 
has  focused  on  a  number  of  topics  related  to  health  care  program  evaluation,  includ- 
ing health  manpower  productivity.  In  July  1989,  I  became  staff  director  of  the  Insti- 
tute of  Medicine's  "VA  Physician  Requirements  Study,"  which  the  Congress  has  re- 
quested (with  VA's  active  support).  The  lOM  committee*  conducting  the  study  inter- 
preted its  charge  as  follows:  to  develop  a  sound  methodology  for  estimating  the 
number  of  physicians,  by  specialty  grouping,  required  for  the  efficient  delivery  of 
high-quality  physician  services  in  all  programs  and  facilities  operated  by  the  Veter- 
ans Health  Administration  (VHA).  Specifically,  the  methodolo©^  must  allow  VHA  to 
determine  the  physician  FTEE  required  to  meet  its  principal  mission-related  respon- 
sibilities of  patient  care,  education,  and  research. 


*  Officially  termed  the  Committee  to  Develop  Methods  Useful  to  the  Department  of  Veterans 
AfTairs  in  Estimating  Its  Physician  Requirements 
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Mr.  Chairman  and  Members  of  the  Committee,  I  appreciate  the  opportunity  of 
discussing  with  you  today  the  key  findings  and  some  implications  of  the  lOM  study 
that  bear  directly  on  the  question  of  how  VA  can  provide  high-quality  physician 
services  at  reasonable  costs.  The  19-member  lOM  committee,  chaired  by  Dr.  David 
Challoner  of  the  University  of  Florida,  has  submitted  to  VA  a  two-volume  report 
consisting  of  (1)  the  Conmiittee  report  proper  and  (2)  Supplementary  Papers,  con- 
taining the  final  reports  from  its  11  advisory  panels. 

Based  on  these  documents,  it  should  be  made  clear  at  the  outset  that's  the  lOM 
Committee's  principal  task  was  to  develop  and  test  a  new  methodology  for  determin- 
ing VA  physician  stafling  requirements.  The  committee  did  not  consider  its  charge 
to  incluae  determining  whether  VA  currently  has  too  few,  or  too  many,  physicians. 
Nonetheless,  in  the  process  of  testing  the  methodology  at  three  (and,  for  one  spe- 
cialty, four)  selected  VAMCs,  several  of  the  advisory  panels  found  striking  dif- 
ferences between  current  physician  staffing  and  the  levels  prescribed  by  applying 
components  of  the  new  methodology.  A  few  illustrative  results  will  be  reviewed 
below. 

While  such  particular  indications  of  understaffing  are  clearly  of  immediate  inter- 
est, the  lOM  Committee's  fundamental  concern  was  developing  a  physician  staffing 
process  for  the  long  term — a  process  that  would  enable  VA  (1)  to  make  a  valid  as- 
sessment of  whether  the  existing  level  of  physician  staffing  in  any  unit  in  the  coun- 
try was  "appropriate" — ^by  well-defined  clinical  and  economic  criteria — and  (2)  to 
move  systematically  to  correct  inappropriate  staffing  where  it  is  uncovered. 

Let  me  now  summarize  the  component  parts  of  the  methodology  (albeit  in  a  some- 
what stylized  fashion).  To  determine  the  physician  stafling  required  to  handle  the 
workload  of  interest  in  a  given  instance,  the  VA  decision  maker  would  proceed  as 
follows: 

•  First,  using  statistical  models  estimated  from  input-output  data  available  di- 
rectly from  the  VA  system,  derive  an  empirically  based  estimate  of  the  number  of 
physicians  reauired  to  handle  the  workload.  For  each  specialty  and  clinical  program 
area,  the  lOM  committee  developed  such  empirically  based  physician  staffing  mod- 
els for  application  to  both  the  VAMC  as  a  whole  and  to  each  of  14  mutually  exclu- 
sive and  exhaustive  "patient  care  areas"  (PCAs)  within  the  VAMC. 

•  Next,  derive  an  expert  iudement  based  estimate  of  the  number  of  physicians  re- 
quired to  handle  the  workloao,  using  one  of  the  new  consensus  development  ap- 
proaches put  forth  by  the  lOM  Committee.  Under  these  approaches,  panels  of  clini- 
cal experts  render  independent  judgments  about  the  appropriate  level  of  physician 
staffing  under  a  number  of  scenarios;  consensus  estimates  about  appropriate  stafi*- 
ing  are  derived  via  a  modified  Delphi  process. 

•  To  the  extent  feasible,  use  staffing  norms  external  to  VA  to  estimate  the  physi- 
cians required  to  handle  the  workload  in  question.  These  external  norms  might  be 
derived  from  elsewhere  in  the  public  sector  (e.g.,  DoD)  or  from  a  number  of  sources 
in  the  private  sector. 

•  Once  these  alternative  physician  staffing  estimates  have  been  assembled,  ana- 
lyze them  comparatively  and  critically  throu^  an  administrative  process  dubbed 
the  Reconciliation  Strategy.  This  is  intended  to  be  a  consultative  process  in  which 
VA  Central  Office  and  VAMCs  work  together  to  arrive  at  the  level  (or  range)  of  phy- 
sician stafling  appropriate  for  the  workload  that  must  be  met. 

When  the  components  of  this  methodology  were  field  tested  at  the  VAMCs  using 
FY  1989  data,  certain  broad  trends  emerged.  In  all  specialty  and  clinical  program 
areas  except  internal  medicine  and  laboratory  medicine,  the  expert  judgment  ap- 
proaches indicated  that  current  stafling  levels  were  inadeauate.  A  similar  trend  did 
not  emerge,  it  should  be  noted,  with  the  empirically  basea  approaches — which  may 
not  be  surprising  since  these  latter  models  are  estimated  from  data  reflecting  the 
current  VA  practices. 

To  review  a  prominent  case  in  point,  consider  the  results  derived  by  the  psychia- 
try panel.  At  one  highly  affiliated  VAMC,  actual  psychiatry  stafling  in  FY  1989  was 
17.2  FTEE;  the  expert  iudgment  approaches  prescribed  a  range  from  31.5  to  37.7 
FTEE;  and  the  empirically  based  moaels  prescribed  a  range  from  17.2  to  19.7  FTEE. 
At  another  affiliated  VAMC,  similar  results  emerged:  actual  psychiatry  staffing  was 
24.6;  the  expert  judgment  estimates  ranged  from  52.7  to  62.2;  and  tne  empirically 
based  estimates  ranged  from  23.8  to  28.1.  The  disparities  between  actual  psychiatry 
staffing  and  the  stafling  levels  called  for  by  the  expert  judgment  approaches  were 
even  more  pronounced  at  two  other,  unaffiliated  VAMCs. 

It  must  oe  underscored  that  such  findings  should  be  treated  for  what  they  are: 
the  results  of  applying  a  new  staffing  methodology  "in  the  laboratory"  provided  by 
a  few  VAMCs.  Indeed,  because  of  these  limitations  and  in  keeping  with  its  principal 
charge  (whidi  was  methodology  development),  the  lOM  Committee  decided  not  to 
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render  a  quantitative  judgment  about  the  adequacy  of  current  VA  physician  staffing 
in  the  aggregate. 

However,  the  Committee  did  conclude  the  following.  A  close  reading  of  its  advi- 
sory panels'  final  reports  and  their  meeting  transcripts  reveals  a  recurrent  theme, 
enunciated  in  qualitative  terms:  in  most  specialties  and  clinical  program  areas,  VA 
currently  has  too  few  physicians  in  the  aggregate;  in  no  case  does  it  have  too  many. 
Moreover,  these  panel  conclusions,  emerging  after  months  of  careful  deliberation, 
bear  sufficient  policy  significance  to  warrant  immediate  investigation  by  VA. 

The  proposed  staffing  methodology  provides  the  means  to  do  this.  Specifically,  the 
Reconciliation  Strategy  should  be  applied  across  the  VA  system  to  determine  which 
specialties  and  programs  at  which  VAMCs  are  significantly  understaffed.  At  a  select 
sample  of  these,  VA  should  provide  the  additioned  resources  to  bring  physician  staff- 
ing up  to  the  recommended  target  levels.  Then  the  effect  of  these  staffing  increases 
on  indicators  of  access,  quality,  and  the  cost  of  care  should  be  formally  evaluated. 
A  similar  demonstration  and  evaluation  process  could  be  conducted  "in  reverse"  at 
sites  where  the  methodology  indicates  that  physician  staffing  may  be  excessive.  It 
is  through  such  a  process  of  "allocate-evaluate-reallocate-reevaluate"  that  VA  can 
put  in  place  over  time  a  physician  staffing  policy  that  is  intimately  connected  to  its 
larger  quality  of  care  policies. 

Perhaps  more  than  any  other  health  delivery  organization  in  the  country,  VA  has 
the  resources  and  the  analytical  expertise  to  conduct  the  sophisticated  kinds  of  out- 
comes-oriented evaluation  being  advocated  here  by  the  lOM  Committee. 

Near  the  conclusion  of  its  report,  the  Committee  presents  a  number  of  specific 
proposals  for  testing,  refining,  and  extending  the  physician  staffing  methodology.  K 
VA  adopts,  and  then  adapts  as  needed,  this  proposed  methodology,  the  quality  of 
its  physician  staffing  decisions  should  improve  over  time — and  so  should  the  quality 
of  VA  health  care. 

II.  Determining  Physician  Requirements  for  VA:  A  Synopsis  of  the  Strategy 
Proposed  by  the  Institute  of  Medicine 


The  U.S.  Department  of  Veterans  Affairs  operates,  by  far,  the  largest  and  most 
complex  health  care  system  in  this  country.  In  Fiscal  Year  1991,  there  were  almost 
1  million  inpatient  admissions  and  over  23  million  outpatient  visits  in  a  nationwide 
system  of  facilities  that  includes  172  medical  centers,  68  satellite  outpatient  units, 
and  127  nursing  homes.  Overall,  the  Department  spent  about  $11.8  billion  in  FY 
1991  on  health  care  services  for  veterans.  The  great  majority  of  these  expenditures 
were  for  programs  and  services  involving  physicians. 

Moreover,  in  keeping  with  its  tripartite  mission  of  patient  care,  education,  and  re- 
search, the  Department  allocated  about  $270  million  in  FY  1991  to  support  the 
training  of  over  30,000  residents  and  fellows  at  VA  facilities;  and  it  proviaed  about 
$217  million  in  support  of  health  services,  clinical,  and  basic  science  research,  con- 
ducted largely  at  VA  facilities.  In  all  of  these  activities,  the  most  critical  actor  is 
the  VA  staff  physician.  Hence,  a  natural  Question  arises: 

To  accompiisn  its  principal  mission-related  responsibilities  of  patient  care,  edu- 
cation, amd  research,  how  many  physicians  does  the  VA  require? 

In  1987,  the  Congress — with  the  VA's  active  support — asked  the  Institute  of  Medi- 
cine to  develop  a  methodology  for  answering  this  basic,  but  extraordinarily  complex, 
question. 

Specifically,  the  lOM  was  asked  to  develop  "a  sound  methodology  for  estimating 
the  number  of  physicians,  by  specialty  groupings,  required  for  the  efficient  delivery 
of  high  quality  physician  services"^  in  all  programs  and  facilities  operated  by  the 
Veterans  Health  Administration  (VHA),  which  has  responsibility  for  all  VA  physi- 
cian-related activities.  ^ 

The  primary  study  objective  was  to  develop  a  "mathematical/statistical  methodol- 
ogy," which  would  translate  "quantitative  measures  of  .  .  .  mission-related  workload 
demands  .  .  .  into  numerical  estimates  of  physician  staffing  requirements."  ' 

In  response,  the  lOM  formed  the  Committee  to  Develop  Methods  Useful  to  the  De- 
partment of  Veterans  Affairs  in  Estimating  Its  Physician  Requirements.  •  The  com- 
mittee interpreted  as  its  charge  the  development  of  a  methodology  capable  of  assess- 
ing: (1)  the  number  of  physicians  required  to  meet  current  workload  requirements 
at  VA  medical  centers  (VAMCs);  (2)  future  physician  requirements,  taking  into  ac- 
count especially  the  changing  age  structure  of  the  veteran  population;  and  (3)  the 
impact  on  physician  requirements  if  there  were  changes  in  the  number,  tjrpe,  and 
intensity  oi  VA-medical  school  affiliation  relationships.  Also  to  be  analyzed  were  the 
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possible  eflects  of  such  changes  on  the  VA's  ability  to  iuliill  the  physician  education 
component  of  its  mission. 

Over  time,  the  VA  has  published  stafllng  guidelines  for  many  categories  of  health 
care  providers,  but  not  for  physicians.  This  underscores  the  genuine  complexities — 
clinical,  economic,  statistical,  adntiinistrative,  and  political — that  abound  in  attempt- 
ingto  determine  the  number  of  physicians  required  to  meet  the  VA's  mission. 

These  complexities,  however,  are  not  unique  to  the  VA.  Every  health  care  delivery 
organization  must  determine,  in  some  fashion,  the  number  of  physicians  required 
to  meet  system  demands. 

Yet,  as  the  conmiittee  searched  for  non-VA  stafling  criteria  during  the  course  of 
the  study,  it  became  increasingly  impressed  with  how  little  is  known  formally  about 
the  meddcal  care  production  process,  either  from  a  technical  or  evaluative  stand- 
point. For  most  medical  tasks  or  services,  there  is  scant  documentation  about  which 
particular  combinations  of  physicians  (by  specialty),  nonphysician  providers,  and 
other  factors  are  technically  cajpable  of  rendering  patient  care  of  a  given  volume  and 
case  complexity.  In  short,  useful  staffing  ratios  are  hard  to  come  by.  Even  less  is 
known  about  which  technically  feasible  combinations  are  also  consistent  with  good 
quality  care.  Moreover,  few  staffing  algorithms  define  total  physician  requirements, 
by  specialtv,  as  a  clear  function  of  the  corresponding  requirements  for  patient  care, 
resident  education,  research,  administration,  and  other  activities. 

An  understanding  of  these  micro-level  relationships  is  important  to  the  develop- 
ment of  a  sound  physician  requirements  methodology,  whether  for  the  VA  or  some 
other  organization.  Since  many  of  these  input-output-quality  linkages  are  poorly  un- 
derstood at  present,  a  sound  methodology  will  also  incorporate  the  feedback  mecha- 
nisms that  can  identify  successes  and  failures  and  promote  improvement  over  time. 

BACKGROUND 

At  present,  the  VA  has  no  national,  centrally  directed  policy  for  determining  how 
many  physicians  it  should  have,  by  specialty,  at  each  VA  facility.  Each  fiscal  year, 
a  VA  medical  center  (VAMC)  is  assigned  a  total  operating  budget  and  a  ceiling  on 
total  personnel,  but  no  overall  guidelines  about  physician  requirements. 

Ratner,  the  number  and  soecialty  mix  of  physicians — as  measured  in  Full-Time- 
Equivalent  Employees  (FTEEs)— found  at  a  given  VAMC  in  a  given  year  result  from 
decision  processes  that  are  local  in  nature  and  influenced  by  (1)  historical  stafling 
patterns  at  the  facility,  (2)  the  perceived  distribution  of  workload  burdens  among 
specialties,  (3)  opportunities  for  program  enhancements  (that  would  require  changes 
in  physician  stalling),  (4)  national  program  initiatives,  and  (5)  local  market  forces 
that  influence  the  cost  of  acquiring  physician  FTEE  (and  nonphysician  personnel 
that  may  aiTect  physician  requirements).  (See  chapter  2  of  the  lOM  Committee  re- 
port* for  further  discussion.) 

A  major  factor  mediating  these  influences  is  the  VAMC's  afliliation  status.  A 
VAMC  with  close  ties  to  a  medical  school  is  generally  weU-positioned  to  develop  re- 
ciprocal agreements  that,  on  net,  increase  the  physician  FTEE  that  can  be  brought 
to  bear  (for  patient  care,  education,  and  research)  at  the  VAMC. 

In  FY  1989,  the  year  on  which  the  conmiittee's  empirical  analyses  focused,  total 
VA  staff  physician  FTEE,  in  11  selected  specialties,  across  all  VAMCs  were  approxi- 
mately as  follows:  medicine,  3,294;  surgery,  1,378;  psychiatry,  1,599;  neurology,  284; 
rehabilitation  medicine,  270;  spinal  cord  iiyury,  101;  anesthesiology,  257;  laboratory 
medicine,  511;  diagnostic  radiology,  541;  nuclear  medicine,  145;  and  radiation  oncol- 
ogy, 39.  The  percent  of  FTEE  devoted  to  patient  care  (and  miscellaneous  activities) 
ranged  from  93%  (spinal  cord  injury)  to  69%  (neurology);  the  percent  devoted  to  all 
education-related  activities,  from  19%  (sui^ery)  to  3%  (spinal  cord  injury);  and  the 
percent  devoted  to  research,  from  16%  (neurology)  to  3%  (rehabilitation  medicine).'' 

Among  the  assumptions  and  concepts  adopted  by  the  committee,  several  should 
be  noted  at  the  outset: 

The  methodology  focuses  on  the  physician  required  to  meet  the  VA's  mis- 
sion IN  the  field.  The  lOM  was  not  asked  to  compute  the  budgetary  cost  of  the 
fthysician  FTEE  levels  recommended  by  the  methodology,  or  to  analyze  practical  dif- 
iculties  that  might  arise  in  acquiring  these  physicians.  The  methodology  also  does 
not  address  the  physician  FTEE  required  for  full-time  administration  at  VA  Central 
Office  and  other  sites  (including  the  VAMC). 

This  is  not  a  needs-based  approach.  The  VA  requested  a  methodology  for  deriv- 
ing physician  requirements  to  meet  current  and  future  "workload  demands."  In  this 
regard,  the  methodology  differs  in  significant  ways  from  that  adopted  by  the  Grad- 
uate Medical  Education  National  Advisory  Committee  (GMENAC)'  and  the  Council 
on  Graduate  Medical  Education  (COGME).«  In  both  the  GMENAC  and  COGME 
studies,  the  focus  was  (and  is)  on  developing  a  "needs-at^usted"  estimate  of  physi- 
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cian  requirements,  however  that  term  is  defined.  Nonetheless,  if  the  VA  were  subse- 
quently to  develop  an  operational  definition  of  "need,"  the  proposed  methodology 
could  be  readily  adapted  for  this  purpose. 

The  methodology  should  promote  the  quality  of  care.  To  develop  a  meth- 
odology that  consciously  promotes  the  delivery  of  high-quality  medical  care — per- 
haps the  greatest  challenge  of  the  study — the  committee  nas  proposed  a  strategy  in 
which  expert  clinical  judgment  plays  a  prominent  role:  in  the  evaluation  of  statis- 
tical models  for  staffing,  m  the  independent  derivation  of  physician  staffing  require- 
ments, and  in  efforts  to  reconcile  the  estimates  from  these  alternative  approaches. 

The  committee  also  advocated  an  intensive  empirical  investigation,  over  time,  of 
the  relationship  between  physician  staffing  patterns  and  patient  outcomes.  Alone 
among  U.S.  health  care  providers,  the  Veterans  Health  Administration  has  a  na- 
tionwide data  system  capable  of  tracking  both  staffing  intensity  (measured  in  well- 
defined  FTEE)  and  patient  outcomes  (measured  in  a  variety  of  ways  through  the 
Patient  Treatment  File).  Hence,  the  VA  is  in  a  unique  position  to  conduct  rigorous 
empirical  analyses  of  the  linkages  between  resource  use  and  outcome-oriented  meas- 
ures of  the  quality  of  care.  If  such  linkages  were  established,  it  would  be  possible 
to  derive  physician  staffing  levels  that  are  consistent  with  achieving  designated 
quality-of-care  standards.  This  could  be  accomplished  by  the  application  of  certain 
mathematical  optimization  techniques  to  data  linking  process  ana  outcome,  as  illus- 
trated in  chapter  7  of  the  committee's  report.  "^ 

The  methodology  must  be  relevant  to  the  present,  flexible  for  the  fu- 
ture. The  committee  assumed  that  health  resource  allocation  in  the  VA  will  be  cen- 
trally directed  and  locally  executed— and  it  urges  a  strong,  two-way  dialogue  be- 
tween VA  Central  Office  and  the  VAMCs.  It  also  assumed  that,  for  the  forseeable 
future,  the  VA  will  continue  to  provide  health  care  directly  to  veterans,  on  a  large 
scale,  primarily  throu^  its  own  network  of  hospitals,  clinics,  and  nursing  homes.  «= 

One  assumption  the  committee  did  not  make  was  that  the  VA  health  care  system 
of  the  future  would  necessarily  exhibit  the  same  configuration  of  inpatient,  ambula- 
tory, and  long-term  care  programs  and  services  as  presently  seen.  For  the  non-VA 
sector,  there  have  been  dramatic  shifts  from  inpatient  to  alternative  forms  of  care, 
particularly  ambulatory  and  long-term  care;  primary  care  and  prevention  are  being 
emphasized.  The  committee  noted  that  similar  pressures  exist  in  the  VA. 

ifes  is  the  maior  reason  the  methodology  emphasizes  that  physician  workload  re- 
lationships should  be  analyzed  (where  feasible)  at  what  is  termed  the  patient  care 
area  (PCA)  level,  as  well  as  at  the  facility  level.  A  PCA  is  an  administratively  de- 
fined locus  of  care,  whose  patients  share  certain  clinical  characteristics;  examples 
of  PCAs  include  the  inpatient  medicine  bed  section,  the  psychiatry  clinics  within  the 
ambulatory  care  program  and  the  nursing  home. 

DEFINING,  building,  AND  RECONCILING  ALTERNATIVE  APPROACHES  TO  PHYSICIAN 
STAFFING 

The  VA  physician  requirements  methodology  involves  statistical  formulas  that  use 
existing  VA  data.  It  involves  methods  for  using  expert  judgment  to  derive  appro- 

})riate  physician  staffing.  It  can  accommodate  physician  staffing  guidelines  emerging 
rom  outside  the  VA  health  care  system  (external  norms).  Overall,  however,  the 
methodology  is  best  characterized  as  a  decision-making  process — a  process  for  using 
these  approaches,  in  concert,  to  establish  physician  stalling  recommendations  that 
are  defensible  by  definable  criteria. 

Three  General  Approaches  to  Determining  Physician  Requirements 

In  its  report  the  committee  demonstrates,  first,  how  physician  requirements  can 
be  derived  from  statistical  models  estimated  from  existing  VA  data.  Specifically,  the 
committee  developed  Empirically  Based  Physician  Staffing  Models  (EBPSM)  with 
two,  complementary  variants:  theproduction  function  (PF)  model  and  the  inverse 
production  function  (IPF)  model.  Then,  two  alternative  expert  judgment  models  for 
physician  staffing  were  introduced — one  based  on  the  Detailed  Staffing  Exercise 
(DSE)  and  the  other,  on  the  Staffing  Algorithm  Development  Instrument  (SADI).  In 
a  third  general  approach  explored  by  the  committee,  non-VA  physician  staffing  cri- 
teria, or  external  norms,  would  be  used  to  help  determine  physician. 

Empirically  Based  Physician  Staffing  Models 

Consider,  first,  the  production  function  variant  of  the  EBPSM.  Under  this  ap- 
proach, the  patient  care  area  (not  the  VAMC)  is  assumed  to  be  the  basic  unit  of 
analysis.  The  rate  of  production  of  patient  workload  (e.g.,  bed-days  of  care)  for  a 
given  PCA  at  a  VAMCf  is  hypothesized  to  be  a  function  oi  such  factors  as  physician 
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FTEE,  by  specialty,  allocated  expressly  to  direct  patient  care  in  that  PCA;  the  num- 
ber of  residents,  by  specialty  and  postgraduate  year  (PGY),  assigned  to  that  PCA; 
nurse  FTEE  per  physician  FTEE  in  the  PCA;  support-staff  FTEE  per  physician 
FTEE  in  the  PCA;  and  other  variables  possibly  associated  with  physician  productiv- 
ity (e.g.,  the  VAMCs  afliliation  status). 

Each  VAMC  is  divided  into  14  or  fewer  (depending  on  the  scope  of  services  of- 
fered) PCAs:  inpatient  care — medicine,  sui^gery,  psychiatry,  neurology,  rehabilitation 
medicine,  and  spinal  cord  injury;  ambulatory  care — medicine,  surgery,  psychiatry, 
neurology,  rehabilitation  medicine,  and  other  physician  services  (including  emer- 
gency care  and  admitting  &  screening);  and  long-term  care — nursing  home  and  in- 
termediate care. 

A  PF  is  estimated  statistically  for  each  PCA.  To  derive  the  total  physician  FTEE 
in  a  given  specialty  (e.g.,  neurology)  or  program  area  (e.g.,  ambuiatoiy  care)  re- 
quired for  direct  patient  care  at  a  given  VAMC,  one  must  solve  for  the  FTEE  re- 
quired to  meet  patient  workload  on  each  relevant  PCA,  then  sum  across  PCAs. 

In  chapter  4  of  the  lOM  Committee  report,  the  use  of  production  functions  to  de- 
rive physician  requirements  is  discussed  further  and  illustrated  by  a  calculation  of 
the  physician  FTEE  in  internal  medicine  required  for  direct  patient  care  at  an  ac- 
tual VA  medical  center  for  FY  2000. 

While  the  PF  approach  allows  one  to  model  the  medical  care  production  process 
in  some  detail,  physician  requirements  must  be  "backed  out"  of  the  estimated  equa- 
tions in  a  multi-step  process,  as  just  indicated.  By  contrast,  the  Inverse  Production 
Function  approach  allows  physician  requirements  to  be  computed  in  a  more  direct 
fashion — but  from  statistical  models  that  are  only  an  indirect  reflection  of  the  un- 
derlying production  processes  at  the  VAMC.  In  the  IPF  variant,  specialty-specific 
rather  than  PCA-specific  models  are  estimated.  **  

For  a  given  specieJty  (e.g.,  neurology),  the  physician  FTEE  devoted  to  patient  care 
and  resident  education  across  all  PCAs  at  the  VAMC  is  hypothesized  to  be  a  func- 
tion of  such  factors  as  total  inpatient  workload  associated  with  that  specialty  (e.g., 
total  bed-days  of  care  for  patients  with  a  neurology-related  primary  diagnosis);  total 
ambulatory  care  workload  associated  with  the  specialty;  total  LT(J  workload  associ- 
ated with  the  specialty;  the  number  of  residents  in  that  specialty  at  the  VAMC,  by 
PGY;  and  possibly  other  variables. 

Separate  facility-level  IPFs  were  estimated  for  each  of  the  following  1 1  specialty 
groups:  medicine,  surgery,  psychiatry,  neurology,  rehabilitation  medicine,  anesthesi- 
ology, laboratory  medicine,  (fiagnostic  radiology,  nuclear  medicine,  radiation  oncol- 
ogy, and  spinal  cord  injury. 

For  each  specialty,  to  derive  the  total  number  of  physicians  required  for  patient 
care  and  resident  education  across  the  PCAs,  one  must  substitute  the  appropriate 
values  of  workload,  resident  FTEE,  and  other  control  variables  in  that  specialt/s 
IPF,  then  solve  directly  for  the  corresponding  physician  FTEE  level. 

In  chapter  4  of  the  lOM  Committee  report,  the  inverse  production  functionap- 
proach  is  further  analyzed  through  an  illustrative  calculation  of  the  internist  FTEJe 
required  for  direct  patient  care  and  resident  education  (in  the  PCAs)  at  an  actual 
VAMC  for  FY  2000. 

Under  either  the  PF  or  the  IPF  variant,  total  FTEE  required  at  the  facility  is  the 
sum  of  the  model-derived  estimate  plus  separate  estimates  for  FTEE  components 
not  incorporated  in  the  model.  Included  in  the  latter  would  be  FTEE  for  research 
and  continuing  education  (whose  derivation  will  be  discussed  below). 

EXPERT  JUDGMENT  MODELS 

An  ideal  expert  judgment  mechanism  for  determming  physician  requirements,  in ' 
the  committee  s  view,  is  one  that  yields  the  same  FTEE  levels  that  would  be  derived 
if  the  judges  had  made  their  assessments  with  "complete  information"  about  the  pa- 
tient care  setting  under  analysis.  Important  factors  would  include  the  volume  and 
severity  of  patient  workload,  the  number  and  type  of  residents  and  nonphysician 
personnel,  other  facility-speciiic  data,  and  the  relationship  between  staffing  patterns 
and  indicators  of  the  quality  of  care. 

In  response,  the  committee  sought  an  expert-judgment  approach  in  the  spirit  of 
such  an  ideal  mechanism,  but  which  could  be  applied  efficiently  bv  panels  operating 
off  site  and  with  access  to  only  selected  elements  of  facility  data.  Emerging  initially 
from  these  efforts  was  the  Detailed  Staffing  Exercise,  developed  in  close  consulta- 
tion with  the  study's  six  specialty  and  two  clinical  program  panels. 

Distinct  DSEs  were  developed  for  each  specialty  (e.g.,  neurology)  and  program 
area  (ambulatory  care)  analyzed  by  the  eight  panels.  Each  DSE  provides  a  detailed, 
PCA-specific  description  of  workload,  nonphysician  personnel,  and  other  contextual 
details  pertaining  to  an  actual  VAMC.  The  expert  is  asked  to  estimate  the  total  con- 
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tribution  of  physician  hours  required  from  theparticular  specialty  or  program  area 
in  order  to  oehver  good-qualit/  care  in  each  PCA  during  an  average  workday;  also 
assessed  are  total  physician  nours  required  for  ni^ht  and  weekend  coverage,  re- 
search, education,  and  other  non-patient-care  activities. 

For  each  expert,  these  component  estimates  are  summed  and  converted  to 
FTEE — assuming  that  one  FTEE  is  equivalent  to  a  40-hour/week  commitment.  The 
panel's  consensus  estimate  for  physician  requirements  in  that  specialty  or  program 
area  at  the  facility  is  defmed  as  the  median  of  the  members'  assessments. 

Following  evaluation  of  the  DSE  by  the  ei^t  panels  in  mid-1990,  the  conamittee 
developed  a  second  (and  ultimately  preferred)  expert  judgment  approach  that  re- 
tained much  of  the  DSE's  specificity  while  being  more  streamlined  in  application. 
The  resulting  product  was  the  Staffing  Algorithm  Development  Instrument,  a  ver- 
sion of  which  was  prepared  for  each  specialty  and  VA  program  area.  In  contrast  to 
the  DSE,  the  SADI  is  "task  specific"  rather  than  facility  specific,  so  that  (within  a 
given  specialty  or  program  area)  a  single  instrument  can  be  applied,  after  minor  ad- 
justments, to  determine  physician  requirements  at  any  selected  VAMC. 

Each  SADI  (like  each  DSE)  has  two  major  sections.  The  first  (A)  focuses  on  physi- 
cian requirements  for  direct  care  and  resident  education  in  the  PCAs  of  a  VAMC. 
For  each  ward,  clinic,  or  procedure,  the  expert  is  asked  to  assess  the  amount  of  phy- 
sician time — in  hours — required  per  day,  per  visit,  or  per  unit,  respectively,  to 
produce  good-quality  care.  These  estimates  are  made  conditional  on  such  factors  as 
residents,  nonphysician  personnel,  and  other  contextual  factors. 

The  second  section  (13)  of  the  SADI  (and  of  the  DSE)  examines  the  physician  time 
required  for  night  and  weekend  coverage  in  the  PCAs,  education  activities  not  occur- 
ring in  the  PCAs,  research,  administration,  other  facility-related  activities,  and 
leaves  of  absence.  These  estimates  are  made  conditional  on  the  VAMC's  assumed 
affiliation  status  ("high,"  "medium,"  or  "low,"  as  defined  by  total  research  funding). 

To  use  the  SADI  to  determine  physician  requirements  at  a  given  VAMC,  the  pan- 
el's median  time  estimate  for  each  type  of  patient  care  activity  is  applied,  in  turn, 
to  the  volume  of  such  activities  associated  with  the  facility's  projected  workload,  and 
the  results  are  summed  across  activities  to  derive  total  physician  hours  for  patient 
care.  Physician  times  for  all  non-patient-care  activities  are  assessed  separately 
using  the  relevant  panel  median  estimates.  The  sum  of  physician  hours  estimated 
from  sections  A  and  B  is  then  converted  to  FTEE  using  the  40-hours/week  equiva- 
lence Msumption.  What  emerges  is  the  SADI-based  csdculation  of  total  physician 
FTEE  in  that  specialty  or  program  area  at  the  facility. 

In  chapter  5  of  the  lOM  Committee  report,  the  SADI  approach  is  illustrated  in 
a  capsuled  application  to  determine  total  internist  requirements  at  an  actual  VAMC 
for  FY  2000. 

The  committee's  recommended  approach  for  deriving  the  physician  time  estimates 
used  in  either  expert  judgment  model  is  a  variant  of  the  modified  Delphi  process, 
as  developed  by  Rand  researchers.  * 

External  Norms 

The  committee  concurred  with  the  view  generally  held  by  its  specialty  and  clinical 
panels  that  non-VA  staffing  criteria,  as  specifically  developed  in  this  study,  were  of 
limited  usefulness  for  determining  VA  physician  requirements. 

Most  such  analyses  involved  the  application  of  simple  staffing  ratios — for  exam- 
ple, patient  days/physician  (for  inpatient  and  long-term  care)  and  patient  visits/phy- 
sician (for  ambulatory  care) — to  determine  the  implied  level  of  appropriate  VA  phy- 
sician staffing.  These  ratios  were  either  published  or  directly  computable  from  pub- 
lished data  Ug.,  Department  of  Defense  criteria)  or  else  were  inferred  from  ob- 
served staffing  patterns  at  selected  non-VA  treatment  sites. 

In  most  instances,  applying  these  simple  ratios  to  derive  VA  FTEE  levels  was 
technically  straightforward.  But  across  specialties  and  program  areas,  there  were 
recurring  concerns:  comparability  of  patients  between  non-VA  and  VA  sites;  vari- 
ations across  sites  in  the  definition  of  an  FTEE;  the  effects  of  for-profit  incentives 
on  physician  staffing  and  performance  in  certain  private-sector  sites;  and  skepticism 
about  whether  non-VA  staffing  patterns  actually  reflect  a  conscious  consideration  of 
the  quality  of  care. 

To  gain  some  perspective  on  the  range  of  physician  FTEE  estimates  that  can 
emerge  from  applying  the  two  empirically  based  approaches  and  the  two  expert 
judgment  approaches  to  data  from  a  given  VA  medicsu  center,  see  Tables  1,  2,  and 
3  (adapted  irom  the  committee's  report). 

Table  1  displajrs  alternative  estimates  of  physician  FTEE  reauirements  in  medi- 
cine in  FY  1959  for  three  actual  VA  medical  centers,  identified  here  only  as  VAMC 
I  (a  mid-size  affiliated  facility),  VAMC  II  (a  large  affiUated  facility),  and  VAMC  III 
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(a  mid-size  general  unaffiliated  facility).  In  addition  to  showing  internist  require- 
ments as  computed  via  the  PF,  IPF,  USE,  and  SADI  approaches,  the  table  reports 
the  FTEE  actually  present  at  each  facility  according  to  its  FY  1959  cost  distribution 
report  (GDI).  Under  the  heading  labeled  Survey  is  tne  medicine  panel's  median  esti- 
mate (as  derived  from  a  September  1990  mail  survey)  of  the  overall  preferred  inter- 
nist FTEE  level  at  each  facility,  given  the  available  data  (including  the  other  FTEE 
estimates).  Each  facility's  FTEE  estimates  (except  from  the  Survey)  are  reported 
both  as  a  total  and  for  direct  care  plus  resident  education  orJy.  Tables  2  and  3  are 
oreanized  similarly,  except  that  the  latter  also  includes  FTEE  estimates  for  VAMC 
rf,  a  psychiatric  facility. 

TABIi  1— Estimates  of  Physician  Requirements  in  Medicine  at  Three  VAMCs 

WMC  CDR  PF  Pf  KE  SMI        Siiv«< 

A.  Total  FTEE ' 

VAMC  I  31.4       31.9       27.1       23.8       39.8         32.0 

VAMC  II  45.7        50.5       43.9       49.9        54.0         58.0 

VAMC  III  14.5        15.9       13.1        11.9       23.8         13.4 

B.  Direct  Care  Plus  Resident  Education  FTEE  Only' 

VAMC  I  15.4        15.8       11.1        13.0       14.6  N.A. 

VAMC  II  32.1       36.9       30.2        29.0       23.0  N.A. 

VAMC  III  12.0       13.3       10.6         9.9        13.9         N.A 

>AII  estimates  are  intended  to  eulude  physician  (TEE  from  the  medicine  service  allocated  to  the  emeftency  room  and  admitting  & 
screenini  areas  of  ambulatory  care;  these  FTEE  fell  under  the  purview  of  the  ambulatory  care  panel  Also  euluded  from  the  estimates  at 
VAMC  III  are  Internists  assigned  to  the  emergency  room  and  admitting  S  screening  at  two  satellite  ambulatory  care  facilities. 

'Panel  median  response  to  the  question,  posed  by  mail  survey  in  September  1990,  of  what  is  the  »erall  preferred  physician  FTEE  level  at 
each  VAMC.  To  provide  a  context  for  the  response,  each  panel  member  was  presented  with  a  summary  of  the  physician  FTEE  lerel  at  the 
facility  emerging,  altematlveiy,  from  the  CDR,  from  both  empirically  based  approaches  (as  applicable),  and  fnm  both  expert  judgment 
approaches. 

TABLE  2— Estimates  of  Physician  Requirements  in  Surgery  at  Three  VAMCs 

VAMC  COR  PF  IPF  KE         SAOI        Survey' 

A.  Total  FTEE 

VAMC  I  14.4        17.3       19.1       31.1       34.1         28.0 

VAMC  II  17.3       15.7       17.9       34.2       37.8        30.8 

VAMC  III  9.4        10.0       10.6       14.8       18.5         14.5 

B.  Direct  Care  Plus  Resident  Education  FTEE  Only 

VAMC  I  7.0        9.9       11.7        9.7        9.7         N.A 

VAMC  II  14.5       12.9       15.1       12.7       14.1         N.A. 

VAMC  III  7.4         8.0         8.6         7.5         9.1  NA. 

>  Panel  median  response  to  the  question,  posed  by  mail  survey  in  September  1990,  of  what  is  the  overaN  preferred  physician  FTEE  level  at 
each  VAMC.  To  provide  a  context  for  the  response,  each  panel  member  was  presented  with  a  summary  of  the  physician  FTEE  level  emerging, 
alternatively,  from  the  CDR.  from  both  empirical^  based  approaches  (as  applicable),  and  from  both  expert  judgment  approaches. 

TABLE  3— Estimates  of  Physician  Requirements  in  Psychiatry  at  Four  VAMCs 

VAMC  CDR  PF  PF  DSE         SADI        Survey' 

A.  Total  FTEE 

VAMC  I  17.2  17.2  19.7  31.5  35.0  30.0 

VAMC  II  24.6  23.8  28.1  52.7  55.6  40.0 

VAMC  III  8.9  12.4  13.3  39.8  80.3  55.0 

VAMC  IV  26.0  23.4  28.7  33.9  70.0  50.0 

B.  Direct  Care  Plus  Resident  Education  FFEE  Only 

VAMC  I  10.5  10.6  13.0  12.3  12.2  N.A. 

VAMC  II  19.4  18.6  22.9  29.0  25.3  N.A. 

VAMC  III  8.5  11.9  12.8  24.1  50.1  N.A 

VAMC  IV  23.4  20.8  26.1  24.4  43.0  N.A. 

>  Panel  median  response  to  the  question,  posed  by  mail  survey  in  September  1990.  of  what  is  the  overall  preferred  physician  FTEE  level  at 
each  VAMC.  To  provide  a  context  for  the  response,  each  panel  member  was  presented  with  a  summary  of  the  physician  FTEE  level  emerging, 
altematwely,  from  the  CDR,  from  both  empirically  based  approaches  (as  applicable),  and  from  both  expert  judgment  approaches. 

One  clear  implication  is  that  within  a  given  facility  and  specialty,  empirically 
based  and  expert  judgment  approaches  can  lead  to  a  substantial  range  of  estimates 
regarding  appropriate  physician  staffing.  This  result  emerged,  as  well,  with  the 
other  specialty  and  clinical  program  panels.  Hence,  there  remains  the  question  of 
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how  to  determine  the  most  appropriate  FTEE  leveKs)  along  this  range,  in  a  given 
instance. 

RECONCILING  THE  APPROACHES 

The  committee  examined  several  alternative  strategies  for  using  these  stafllng  ap- 
proaches, either  singly  or  in  combination,  to  derive  the  total  physician  FTEE,  by 
specialty  or  clinical  program  area,  required  for  a  given  VAMC.  In  the  end,  the  com- 
mittee concluded  that: 

As  an  overall  framework  for  determining  physician  requirements  (given  workload 
and  other  factors),  the  VA  should  adopt  a  Reconciliation  Strategy  in  which  the 
maior  components  of  physician  FTEE  are  analyzed  separately,  then  combined  to 
yield  the  total  FTEE  required,  by  specialty  or  program,  at  the  VAMC. 

For  this  purpose,  the  three  major  components  of  physician  FTEE  are  defined  to 
be  (1)  a  large  category  (labeled  simply  VT  in  the  committee  report)  that  includes 
all  patient  care,  resident  education,  administration,  and  leaves  of  absence;  (2)  re- 
search; and  (3)  continuing  education.  These  components  constitute  a  mutually  exclu- 
sive and  exhaustive  categorization  of  how  a  physician's  time  is  allocated  at  a  VAMC. 
To  execute  the  Reconciliation  Strategy,  for  a  given  specialty  or  program  at  a  VAMC, 
is  to  determine  for  each  FTEE  component: 

•  the  most  appropriate  empirically  based  estimate  of  FTEE, 

•  the  most  appropriate  expert  judgment-based  (or,  alternatively,  external  norm- 
based)  estimate  of  FTEE,  and 

•  the  most  appropriate  relative  weirfit  accorded  to  each  in  a  simple  formula  (see 
below)  for  deriving  a  recommended  FTEE  level  for  this  component. 

•  the  calculations  are  repeated  for  each  of  the  three  FTEE  components,  the  re- 
sults are  summed,  and  what  emerges  is  total  physician  FTEE  requirements  for  the 
specialty  or  program. 

The  Reconciliation  Strategy  (RS)  is  best  understood  through  a  brief  examination 
of  the  specific  formula  used  tor  the  calculations.  This  formula  is  shown  below  using 
(for  concreteness)  internal  medicine,  the  PF  variant  of  the  empirically  based  models, 
and  the  SADI  variant  of  the  expert  judgment  model: 

Physician  FTEE  Requirements  in  Medicine  =  [Xi+MXj-XO]  +  [Ri+c(R2-Ri)]  + 
[Ci+d(C2-Ci)]. 
where 

Xi  =  total  internist  FTEE  (staff,  contract,  non-VA  consultants),  as  derived  from 
the  PF  and  other  facility-specific  data,  for  direct  care  on  medicine  inpatient  and  out- 
patient F*CA8,  consultations  on  all  other  PCAs,  resident  training  on  PCAs  and  in 
classroom,  administration  by  chief  and  others,  and  leaves  of  absence  of  all  types; 

X2  =  the  same  as  Xi,  but  derived  from  the  SAJDI; 

Ri  =  internist  research  FTEE,  as  derived  from  an  empirically  based  approach; 

R2  =  the  same  as  Ri,  but  derived  from  the  SADI; 

Ci  =  internist  FTEE  for  continuing  education,  as  derived  from  an  empirically 
based  approach; 

C2  =  the  same  as  Ci,  but  derived  from  the  SADI;  and 

b,  c,  d  =  weighting  parameters,  each  Iving  on  the  [0,  1)  interval. 

By  varying  the  parameters  b,  c,  and  d  jointly  across  their  ranges  (the  unit  interval 
in  eadi  case),  corresponding  ranges  of  physician  FTEE  estimates  are  generated. 

Regarding  the  interpretation  of  the  Reconciliation  Strategy,  the  lOM  committee 
emphasizes  the  following: 

Each  of  the  three  components  of  the  RS  formula  consists  of  two  terms,  the  Empiri- 
cally Driven  Baseline  and  the  Modifier.  Thus,  for  direct  care,  resident  education,  ad- 
ministration, and  leaves,  the  Empirically  Driven  Baseline  is  Xi,  and  the  Modifier 
isb(X2-Xi). 

In  determining  physician  requirements  for  each  specialty  or  program  area,  the 
first  step  is  to  derive  FTEE  estimates  from  a  variant  of  the  EBPSM,  either  the  IPP 
or  the  PF.  The  second  step  is  to  investigate  whether  the  Baseline  FTEE  estimate 
should  be  modified  in  light  of  factors  threatening  the  validity  of  the  empirically 
based  model. 

These  factors  group  into  two  broad  data-related  problems — simple  measurement 
and  recording  errors,  and  "clinically  inappropriate"  observations  relating  physician 
FTEE  and  workload  (i.e.,  input-output  relationships  skewed  by  current  VA  resource 
constraints  and  other  factors).  To  the  degree  the  validity  of  the  Baseline  estimate 
is  threatened,  one  applies  the  Modifier.  At  the  extremes,  the  Modifier  can  dominate 
entirely  or  have  no  influence  at  all. 

The  specific  configuration  of  the  Reconciliation  Strategy  recommended  by  the  com- 
mittee conveys  a  particular  policy  perspective.  In  determining  physician  require- 
ments for  each  specialty  or  program  area,  the  first  step  is  to  derive  empirically  driv- 
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en  baseline  estimates  of  FTEE,  by  component.  The  second  step  is  to  investigate 
whether,  and  to  what  extent,  these  baselines  should  be  modiflea  in  light  of  factors 
threatening  their  validity. 

It  sometimes  would  not  be  practical  for  a  VAMC  to  move  instantaneously  to  the 
new  "target"  level  of  physician  FTEE  emerging  from  application  of  the  Reconcili- 
ation Strategy.  In  such  cases  the  VA  should  consider  establishing  an  "intermediate 
target"  that  would  be  aa  close  to  the  target  as  practical  considerations  permit. 

These  increments  (or  decrements)  in  stafling  would  provide  natural  ^cperiments 
for  analyzing  prospectively  and  rigorously  whether  the  new  physician  FTEE  levels 
lead  to  the  hypothesized  changes  m  access  to  care,  indicators  of  the  quality  of  care, 
and  other  measures  of  system  performance.  These  data  would  constitute  empirical 
evidence  for  assessing  the  validity  of  the  methodology's  recommendations — and, 
hence,  the  usefulness  of  the  methodology  itself.  Through  such  a  dynamic  process, 
VA  physician  stafling  policies  can  improve  over  time. 

Using  the  Reconciliation  Strategy  to  Calculate  Physician  FTEE 

Within  the  "umbrella"  of  the  Reconciliation  Strategy,  how  exactly  should  VA  phy- 
sician FTEE  levels  be  calculated,  by  specialty  and  program  area? 

Physician  FTEE  for  direct  patient  care,  resident  education,  administra- 
tion, AND  leaves  of  ABSENCE — The  committee  reached  the  following  conclusions  re- 
garding approaches  to  analyzing  this  major  component: 

•  The  PF  and  IPF  are  complementary  empirically  based  models,"  and  either  is 
a  viable  candidate  for  helping  generate  this  component  of  physician  FTEE. 

•  For  deriving  expert  judpnent  estimates  of  FTEE,  the  most  promising  approach 
is  a  methodology  built  around  the  SADI.  The  SADI  permits  physician  requirements 
to  be  assessed  m  almost  as  much  detail  as  the  DSE,  but  with  much  greater  effi- 
ciency. The  VA,  without  delay,  should  apply  the  SADIs  either  across  the  VA  system 
or  else  to  a  representative  sample  of  faabties;  analyze  the  results;  revise  the  instru- 
ments accordinglv;  reapply  the  SADIs  to  VAMCs  across  the  system;  and,  finally,  in- 
tegrate the  resulting  FTEE  estimates  into  a  Reconciliation  Strategy-based  assess- 
ment of  physician  requirements. 

•  The  relative  wei^t  accorded  to  empirically  based  versus  expert  judgment  ap- 
proaches in  the  Reconciliation  Strategy  should  be  determined  on  a  facility-specific 
or  facility -group  basis. 

For  a  summary  of  the  committee's  recommendations  on  how  the  subcomponents 
of  this  FTEE  component  should  be  computed,  see  chapter  6  of  the  lOM  Committee 
report. 

Physician  FTEE  for  research— The  amount  of  research  FTEE  built  into  overall 

Shysician  requirements  should  be  related  to  measurable  indicators  of  research  pro- 
uctivity  and  excellence.  Possible  indicators  include  the  amount  of  VA  and  non-VA 
research  funding,  the  quantity  of  peer-reviewed  publications,  or  (most  simply)  the 
amount  of  FTEE  currently  allocated  by  each  speaalty  to  "research"  in  the  cost  dis- 
tribution report  maintained  by  each  VAMC.  In  principle,  the  committee's  preferred 
indicator  is  research  funding.  But  until  the  quantitative  relationship  between  this 
indicator  and  research  FTEE  can  be  further  investigated,  the  latter  should  be  deter- 
mined on  the  basis  of  the  specialty's  current  FTEE  commitment  to  research  at  the 
facility. 

Physician  FTEE  for  continuing  education— Continuing  education  for  staff 
physicians  should  be  an  important  component  of  any  VAquality  assurance  program. 
A  certain  minimum  amount  of  continuing  education  FTEE  should  be  expected  for 
all  specialties  at  all  VAMCs.  That  minimum  commitment  should  be  no  less  than  60 
hours  per  year — the  time-equivalent  of  what  the  American  Medical  Association  re- 
quires as  Qualification  for  its  Physician  Recocnition  Award  for  Continuing  Medical 
Education.'  This  translates  into  about  0.03  FTEE  per  full-time  physician.  However, 
a  higher  floor  allocation — for  example,  80  hours  per  year — would  be  both  defensible 
and  feasible.  This  would  translate  into  about  0.04  FTEE  per  full-time  physician. 

A  detailed  illustration  of  how  physician  FTEE  can  be  calculated  through  the  Rec- 
onciliation Strategy  is  presented  in  chapter  6  of  the  lOM  Committee  report. 

overall  adequacy  of  physician  staffing  in  the  va:  committee  perspectfve 

The  primary  purpose  of  the  study  was  to  develop  a  physician  stafling  methodol- 
ogy. To  test  and  demonstrate  the  proposed  stafling  approaches,  physician  require- 
ments were  computed,  by  specialty  and  clinical  prop^m  area,  lor  7  selectea  VA 
medical  centers;  lor  the  4  facilities  studied  most  intensively  (labeled  VAMC  I,  11,  HI, 
and  rV  in  Tables  1-3),  these  results  are  reported  in  detail  in  chapters  4-6  of  the 
lOM  Committee  report. 

Given  this  interpretation  of  its  charge,  the  committee  concluded  that: 
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•  Relying  solely  on  analyses  performed  in  this  study,  it  is  not  possible  to  reach 
sound  quantitative  conclusions  on  whether  current  VA  physician  staffing  levels  are 
adeem  ate  in  the  aggregate. 

•  However,  a  close  reading  of  the  panels'  final  reports  (see  the  lOM  Committee's 
"Supplementary  Papers"'")  and  their  meeting  transcripts  (unpublished)  reveals  a 
recurring  theme,  enunciated  in  qualitative  terms:  in  most  specialties  and  program 
areas,  the  VA  currently  has  too  few  physicians  in  the  aggregate;  in  no  case  does 
it  have  too  many. 

In  keeping  with  its  methodological  focus,  the  committee  acknowledges  the  panels' 
views,  but  takes  no  formal  position  on  their  specific  conclusions.  But  these  panel 
conclusions,  emerging  after  months  of  careful  deliberation,  bear  sufficient  policy  sig- 
nificance to  warrant  immediate  investigation  by  the  VA.  The  empirically  based  and 
expert  judgment  models  discussed  above  provide  the  means  to  do  this. 

VA  CENTRAL  OFFICE  AND  THE  VAMC:  PROMOTING  A  DIALOGUE 

By  its  very  structure,  the  Reconciliation  Strategy  implies  a  more  centrally  di- 
rected allocation  of  physician  FTEE  across  the  VA  system  than  is  currently  the  case. 
Within  each  specialty  or  program  area,  all  VAMCs  would  be  judged  by  the  same 
criteria.  There  is  the  presumption  that  facilities  with  similar  mission-related  de- 
mands would  be  prescribed  similar  physician  FTEE  levels. 

For  the  Reconciliation  Strategy  to  be  implemented  successfully,  and  improved  over 
time,  there  must  be  an  ongoing,  constructive  dialogue  between  VA  Central  Office 
and  each  VAMC.  In  such  a  dialogue,  the  staffing  recommendations  from  the  compo- 
nent models  would  be  communicated  to  the  facility,  which  would  have  the  oppor- 
tunity to  respond — either  concurring  or  else  offering  additional  data  or  insights  that 
challenge  the  models'  FTEE  calculations.  Central  Office,  in  turn,  would  take  this  in- 
formation into  account  in  the  execution  of  the  Reconciliation  Strategy  for  that  facil- 
ity. 

It  is  through  such  an  active,  two-way  interchange  that  threats  to  the  validity  of 
each  empirically  based  and  expert  judgment  model  can  be  identified  and  removed, 
to  the  extent  feasible.  That  is,  the  proposed  dialogue  is  both  a  safeguard  against 
model  error  in  the  short  term  and  a  mechanism  to  generate  the  information  re- 
quired to  improve  the  methodology  over  the  long  term.^  Of  prime  importance  is  the 
role  of  the  cunical  expert,  at  both  VA  Central  Office  and  the  local  VAMC,  in  inter- 
preting and  analyzing  the  "raw"  data  that  would  (ideally)  emerge  relating  physician 
staffing  levels  to  quanty-of-care  indicators. 

The  methodology  is  more  likely  to  influence  physician  staffing  decisions  if  it  is  in- 
tegrated fuUy  into  the  VA's  budgeting  and  resource  allocation  process;  the  commit- 
tee urged  that  this  be  done  as  the  metnodology  is  being  implemented. 

AFFILIATIONS  WITH  MEDICAL  SCHOOLS 

Regarding  VA-medical  school  affiliation  relationships,  the  committee  concluded 
that: 

•  The  overall  impact  of  affiliations  on  the  VA  health  care  system  is  strongly  posi- 
tive. These  benefits  include  (1)  an  improved  ability  to  attract  and  retain  well-quali- 
fied physicians  and  other  health  professionals;  (2)  a  wide  spectrum  of  services  pro- 
vided by  a  pool  of  highlv  qualified  physicians,  both  those  on  the  VA  staff  and  those 
whose  services  are  made  available  to  the  VA  through  other  relationships  with  the 
medical  schools;  (3)  access  to  state-of-the-art  tertiary  care;  (4)  participation  in  the 
education  of  physicians,  a  mandated  part  of  the  VA's  mission  which  cannot  realisti- 
cally take  place  currently  in  the  absence  of  affiliations;  and  (5)  participation  in  clini- 
cal and  health  services  research,  which  benefits  the  general  population  as  well  as 
veterans. 

•  The  VA  should  explore  strategies  for  developing  and  expanding  affiliations  to 
include  facilities  that  currently  are  not  affiliated. 

•  The  VA  should  work  to  develop  innovative  models  of  affiliation  targeted  specifi- 
cally to  the  chronically  ill,  including  those  recruiring  psychiatric  care  and  rehabilita- 
tion seiMces.  These  innovative  models  woula,  in  general,  be  oriented  around  and 
give  emphasis  to  ambulatory  and  long-term  care. 

NONPHYSICL\N  PRACTITIONERS 

Early  in  the  study  the  committee  hypothesized  that  VA  physician  requirements 
may  be  influenced  by  the  availability  of  certain  nonphysician  practitioners  (NPPs). 
Analyzed  in  detail  were  the  present  and  future  roles  of  four  types  of  NPPs:  physi- 
cian assistants,  nurse  practitioners,  certified  registered  nurse  anesthetists,  and  clin- 
ical nurse  specialists.  The  committee  concluded  that: 
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•  Both  data  collection  at  the  VAMC  and  the  format  of  the  SADI  should  be  revised 
so  that  the  impact  of  NPPs  on  physician  requirements  can  be  determined  with 
greater  specificity  than  at  present,  using  either  the  empirically  based  models  or  this 
expert  judgment  approach. 

•  Continuing  education  on  the  use  of  NPPs  should  be  provided  to  VA  physicians, 
and  NPPs  should  receive  continuing  education  to  enhance  their  clinical  skills.  Wher- 
ever possible,  the  VA  should  establish  academic  sdHliation  relationships  with  NPP 
training  programs  to  augment  these  education  efforts. 

•  National  guidelines  on  the  use  of  NPPs  should  be  strengthened  where  they 
exist,  established  where  they  do  not,  and  updated  on  a  regular  basis.  They  should 
allow  the  VAMC  adeouate  flexibility  for  innovation  and  quality  control. 

•  To  promote  the  development  and  diffusion  of  new  information  about  the  appro- 
priate use  of  NPPs,  the  VA  should  support  research  projects  that  examine  the 
mange  of  activities  now  performed  by  these  practitioners  across  the  system. 

CONCLUSIONS 

The  physician  stafling  methodology  the  committee  has  recommended  for  the  VA 
is  multifaceted  because  no  one  approach  is  without  flaws.  But  when  the  approaches 
are  considered  in  concert,  the  full  range  of  relevant  information  can  be  brought  to 
bear  on  the  problem. 

A  useful  by-product  of  the  methodology  is  that  it  is  possible  to  compare  the  actual 
and  the  model-predicted  performance  of  individual  VAMCs  in  terms  of  physician 
stafiing  intensity,  workload  productivity,  and  eventually  health  outcomes. 

FOOTNOTES 

■  Studies  undertaken  by  the  lOM  (and  the  National  Academy  of  Sciences,  in  gen- 
eral) are  conducted  by  expert  conmiittees.  The  committee  conducting  this  study  con- 
sisted of  19  members,  including  experts  in  the  physician  specialties  relevant  to  the 
VA,  nursing,  allied  health  manpwwer,  statistics,  economics,  operations  research,  and 
health  services  research.  Most  members  had,  at  some  point,  provided  either  patient 
care,  clinical  instruction,  or  research  expertise  at  VA  medical  centers.  But,  by  de- 
sign, no  member  was  on  the  clinical  or  research  staff  of  a  VAMC  during  the  period 
oAhe  study. 

The  committee  consisted  of  David  Challoner  (Chair),  Mariorie  Beyers,  Jo  Ivey 
Bouflbrd,  John  Chase,  Robert  Donati,  John  Eckstein,  Jacob  Feldman,  Daniel  Foster, 
Ernest  Johnson,  Robert  Joynt,  Kerry  Kilpatrick,  David  Knesper,  W.  Eugene 
Maybeny,  J.  Warren  Perry,  David  Sabiston,  Jr.,  Harold  Visotsky,  Albert  Williams, 
Sankey  Williams,  and  Cheryl  Woodson. 

(The  study  reported  here  was  developed  partly  on  the  basis  recommendations  for- 
mulated by  an  earlier  lOM  planning  committee,  which  had  been  appointed  in  re- 
sponse to  a  request  from  the  VA.) 

The  study  committee  was  advised  by  11  panels:  data  and  methodology  (working 
on  all  components  of  the  study,  but  focusing  especially  on  statistical  analyses),  aflili- 
ations  (examining  VAMC-medical  school  affiliation  relationships),  nonphysician 
practitioners  (focusing  on  a  selected  set  of  providers,  including  physician  assistants 
and  nurse  practitioners),  and  six  specialty  and  two  clinical  program  panels  (each 
concerned  with  physician  requirements  from  the  perspective  of  its  own  designated 
discipline  or  program) 

The  six  specialty  panels  were  medicine,  which  encompassed  all  medical  sub- 
specialties; surgery,  which  encompassed  all  surgical  subspecialties,  plus  anesthesi- 
ology; psychiatry;  neurology;  rehaoilitation  medicine,  whose  purview  also  included 
spin^  cord  injury;  and  other  physicisui  specialties,  defined  by  the  committee  to  in- 
clude laboratory  medicine,  diagnostic  radiology,  nuclear  medicine,  and  radiation  on- 
cology. The  two  clinical  program  panels,  both  of  which  were  multidisciplinary  in 
composition,  were  ambulatoiy  care  and  long-term  care. 

Each  panel  consisted  of  a  mix  of  VA-staff  and  non-VA  members,  with  the  former 
never  constituting  a  voting  majority.  Each  panel  chair  was  also  a  member  of  the 
committee. 

Throughout  the  study,  the  committee  also  was  advised  by  a  VA  liaison  committee, 
appointed  by  the  VA  chief  medical  director.  It  consisted  of  22  VA  staff  members, 
including  experts  in  the  clinical  specialties,  administration,  and  health  services  re- 
search. 

''  Excluded  from  these  numbers  are  VA  physicians  in  administrative  positions  not 
based  at  a  VAMC  (e.g.,  at  VA  Central  Office  in  Washington,  D.C.)  and  also  non- 
VA  physicians  who  periodically  perform  consultations  at  VAMCs  either  for  a  set  fee 
or  without  compensation.  The  committee  deemed  the  former  group  not  to  be  within 
its  purview,  while  there  are  no  nationwide  data  measuring  either  the  quantity  or 
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the  clinical  contributions  of  physicians  who  serve  the  VA  on  either  a  "consulting  and 
attending"  or  "without  compensation"  basis. 

"  The  committee  did  not  analyze,  however,  the  issue  of  determining  the  additional 
requirements  for  VA  physicians  in  the  event  of  a  war  or  other  national  emergency. 
The  data  available  to  the  committee,  based  on  current  VA  patient  care  delivery,  did 
not  permit  a  sound  empirical  investigation.  Nonetheless,  the  committee  concluded 
that  a  methodology  structurally  similar  to  the  one  proposed  here  could  be  applied 
successfully  to  a  wartime  caseload,  though  additional  empirical  analyses  would  be 
required  to  achieve  this  adjustment. 

^  In  concept,  an  IPF  can  be  estimated  for  each  specialty-PCA  combination  (e.g., 
for  neurology  requirements  on  the  inpatient  medicine  PCA),  or  for  each  specialty  on 
a  facility-total  basis  by  aggregating  across  PCAs  (e.g.,  for  neurology  requirements 
for  all  14  PCAs  combined).  However,  efforts  to  estimate  PCA-specific  IPFs  for  each 
specialty  produced  equations  frequently  exhibiting  poor  goodness  of  iit  and  coefli- 
cient  estimates  whose  algebraic  signs  were  counterintuitive.  Hence,  the  focus  in  this 
study  is  exclusively  on  facility -level  IPFs,  whose  aggregated  FTEE  observations 
yield  more  reliable  estimates. 

«  The  PF  allows  physician  FTEE  to  be  derived  by  PCA  within  the  VAMC,  while 
accounting  for  the  productive  contributions  of  residents,  nonphysician  providers,  and 
other  factors.  However,  an  acceptable  PF  cannot  be  estimated  for  specialties  lacking 
a  well-defined  PCA.  Hence,  for  laboratory  medicine,  diagnostic  radiology,  nuclear 
medicine,  radiation  oncology,  and  anesthesiology,  there  is  no  PF  model,  in  addition, 
physician  FTEE  will  be  acknowledged  in  the  PF  model  only  to  the  extent  that  this 
FT^E  is  associated  statistically  with  the  production  of  workload. 

As  specified  in  this  study,  the  IPF  generates  a  direct  estimation  of  phjrsician  re- 
quirements at  the  facility  level.  Because  of  this  higher  level  of  aggregation,  it  is  less 
vulnerable  than  the  PF  to  measurement  errors  due  to  misclassification  of  FTEE 
within  the  VAMC's  Cost  Distribution  Report  (CDR).  The  IPF  permits  statements 
about  statistical  confidence  to  be  constructed  around  physician  FTEE  predictions  (in 
contrast  to  the  PF,  which  permits  confidence  statements  about  the  workload  pre- 
dicted from  a  given  set  of  physician  and  nonphysician  inputs).  However,  no  accept- 
able IPF  model  can  be  estimated  for  VA  program  areas  that  are  multidisciplinary. 
Thus,  there  is  no  IPF  presented  for  either  ambulatorycare  or  LTC. 

In  contrast  to  the  PF,  the  IPF  acknowledges  all  FTEE  recorded  in  a  given  spe- 
cialty at  the  VAMC  regardless  of  the  degree  to  which  it  is  associated  with  the  pro- 
duction of  workload. 

The  IPF  permits  examination  of  actual-versus-predicted  physician  FTEE,  by  spe- 
cialty, at  a  given  VAMC,  whereas  the  PF  permits  analysis  of  actual-versus-predicted 
workload,  by  PCA,  at  that  same  VAMC.  Hence,  the  IPF  and  the  PF  can  provide 
complementstry  insights  into  the  relationship  between  workload  and  the  physician 
staffing  required  to  meet  it. 

'  The  committee  presented  a  number  of  recommendations  for  testing,  refining, 
and  extending  its  proposed  methodology: 

•  Improve  the  empirically  based  models  by  increasing  the  accuracy  of  the  data 
from  the  VA's  cost  distribution  report,  developing  new  variables  for  the  models,  and 
periodically  reestimating  the  models  as  factors  influencing  physician  productivity — 
or  its  measurement — change  over  time. 

•  Evaluate  and  refine  the  SADI  by  applying  the  present  instruments  to  all 
VAMCs,  or  at  least  a  representative  sample,  and  then  revising  each  instrument  ac- 
cordingly. 

•  Pursue  more  detailed  analyses  of  external  physician  staffing  norms  by  studying 
in  depth  a  selected  number  of  non-VA  clinical  sites.  The  resulting  (non-VA)  physi- 
cian task  times  could  then  be  applied  to  workload  data  from  a  given  VAMC  to  de- 
rive the  implied  physician  FTEE  requirement. 

•  Extend  current  workload  projection  procedures  to  incorporate  patient  demand 
models,  in  which  the  veteran's  predicted  utilization  of  the  VAMC  becomes  a  function 
of  income,  health  insurance  coverage,  and  other  factors  affecting  the  propensity  to 
select  the  VA  system.  The  workload  projection  procedures  used  in  the  present  study, 
adapted  directly  from  existing  VA  models,  produced  facility-  and  PCA-specific  utili- 
zation estimates  adjusted  only  for  the  projected  change  in  the  age  distribution  of 
the  veteran  population. 

•  Pursue  these  improvements  through  a  two-phase  strategy;  Phase  I  would  in- 
volve an  intensive  two-year  effort  to  accomplish  the  tasks  just  sunmiarized,  while 
Phase  II  would  represent  an  ongoing  conunitment  by  the  VA  to  reevaluate  and  pos- 
sibly revise  components  of  the  methodology. 
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WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  DAVID  P. 
BAINE  AND  THE  RESPONSES 

Question  1.  What  would  be  the  effect  on  demand  for  VA  care,  if,  under  national 
health  care  reform,  VA  were  to  offer  a  package  of  services  ranging  from  preventive 
care  to  long-term  care,  including  noninstitutional  care,  but  for  a  veteran  to  have  ac- 
cess to  any  element  of  that  package,  he  or  she  would  have  to  choose  VA  for  all  serv- 
ices included  in  the  package? 

Answer.  Without  a  backup  system  to  provide  services  not  available  from  VA  facili- 
ties in  the  community,  we  oelieve  few  veterans  would  choose  to  restrict  themselves 
to  care  in  the  VA  system.  This  is  especially  true  in  smaller  communities  and  rural 
areas  where  the  capabilities  of  the  VA  hospital  are  limited.  Even  in  major  metropoli- 
tan areas,  VA  hospitals  cannot  directly  provide  all  specialized  services.  DOD  has  the 
CHAMPUS  program  to  pay  for  health  care  from  civilian  providers  when  care  is  not 
available  or  geographically  inaccessible  from  DOD  facilities.  VA,  however,  does  not 
have  such  a  backup  source  of  care  for  most  veterans. 

The  effect  would  also  depend  on  a  number  of  other  factors.  First,  if  the  package 
of  benefits  were  broader  than  the  package  offered  under  national  health  reform,  par- 
ticularly with  respect  to  long  term  care  services,  veterans  living  close  to  a  VA  facil- 
ity might  tend  to  choose  VA  over  the  national  system.  Second,  differences  in  cost 
sharing  between  VA  and  the  national  health  program  could  affect  the  number  of 
veterans  choosing  VA  care.  If  the  national  program  offers  similar  benefits  to  those 
offered  by  VA  with  limited  cost  sharing,  veterans  are  more  likely  to  seek  care  from 
private  providers  closer  to  home.  Third,  if  enrollment  under  the  national  health  pro- 
gram is  by  family  rather  than  individual,  veterans  with  dependents  would  have  to 
choose  the  national  plan  rather  than  VA  to  ensure  coverage  of  family  members. . 
Fourth,  if  VA  coverage  were  not  expanded  to  cover  normal  pregnancies,  women  vet- 
erans of  childbearing  age  would,  in  our  opinion,  be  unlikely  to  choose  care  in  the 
VA  system  as  their  sole  source  of  health  care. 

In  summary,  the  effect  on  demand  for  VA  care  depends  on  the  specifics  of  what 
would  be  offered  under  the  national  health  plan,  the  cost  to  the  veteran,  and  alter- 
natives as  well  as  backups  to  it. 

Question  2.  To  what  extent  would  demand  for  VA  care  be  affected  by  the  availabil- 
ity or  lack  of  availability  of  VA  care  for  a  veteran's  family  members? 

Answer.  If,  as  discussed  above,  veterans  are  required  to  choose  one  source  of  care, 
the  inability  of  VA  to  provide  care  to  family  members  will  likely  limit  enrollment 
in  the  VA  system  to  single  veterans.  Adapting  VA  facilities  to  provide  the  full  range 
of  services,  such  as  maternity  and  pediatrics,  that  would  be  required  if  VA  were  to 
offer  care  to  family  members,  would  require  extensive  renovations  and/or  additions 
to  VA  facilities.  In  addition,  renovations  would  be  required  to  bring  VA  up  to  private 
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sector  standards  for  privacy.  For  example,  many  VA  hospitals  have  communal  show- 
ers for  use  by  both  male  and  female  patients. 

If  veterans  continue  to  have  multiole  health  care  coverage,  the  effects  on  demand 
for  VA  care  wiU  be  less.  However,  tne  same  factors  discussed  above — the  richness 
of  the  benefit  package  and  the  extent  of  cost  sharing — will  determine  the  extent  to 
which  veterans  continue  to  use,  or  turn  to,  VA  health  care. 

Question  3A.  In  your  written  testimony  you  stated  that  expanding  the  scope  of 
services  covered  by  Medicare  could  have  a  significant  impact  on  demand  for  VA 
services. 

Please  describe  the  impact  a  Medicare  prescription  drug  benefit  might  have  on 
VA. 

Answer  3A.  Because  Medicare  does  not  currentlv  have  an  outpatient  prescription 
drug  benefit,  veterans  with  chronic  conditions  (such  as  high  blood  pressure  or  diabe- 
tes) requiring  multiple  prescriptions  on  a  continuing  basis  have  a  strong  financial 
incentive  to  seek  care  from  VA  in  order  to  obtain  prescription  drugs.  This  is  espe- 
cially true  because  Medigap  policies  do  not  tvpically  cover  prescription  drugs  either. 
It  is  not  clear  to  what  extent  these  financial  incentives  cause  Medicare-eligible  vet- 
erans to  use  VA  services  in  order  to  obtain  prescription  drugs.  We  are  currently 
analjrzing  data  on  veterans  using  both  VA  ana  Medicare  health  care  services  to  de- 
termine whether  they  are  using  VA  for  particular  services  such  as  prescription 
drugs.  We  expect  to  report  the  results  of  our  analysis  this  summer. 

Question  3B.  If  the  Medicare  prescription  drug  benefit  required  significant  cost 
sharing,  as  was  required  under  tne  Meoicare  Catastrophic  plan,  but  VA's  cost  shar- 
ing for  nrescription  drugs  were  limited  to  the  $2.00  copayment  requirement  under 
current  law,  would  many  veterans  continue  using  the  VA  benefit? 

Answer.  Until  an  analysis  such  as  that  described  above  is  completed  and  a  deter- 
mination made  regarding  the  extent  to  which  Medicare-eligible  veterans  are  taking 
advantage  of  the  VA  prescription  drug  benefit,  it  is  impossible  to  predict  the  effect 
of  differences  in  cost  sharing.  Clearly,  however,  the  higher  the  cost  sharing  under 
the  Medicare  benefit  the  greater  the  incentive  to  obtain  prescription  drugs  through 
VA. 

Question  4.  If  a  long-term  care  benefit  were  incorporated  into  the  President's  plan, 
what  factors  are  most  likely  to  influence  veterans  to  use  that  benefit  rather  than 
VA  long-term  care  services? 

Answer.  Cost  and  accessibility.  If  the  long-term  care  benefit  requires  significant 
cost  sharing,  similar  to  the  current  Medicaid  benefit,  veterans  would  continue  to 
have  a  strong  financial  incentive  to  seek  care  from  VA.  If,  on  the  other  hand,  there 
is  limited  cost  sharing  under  the  national  plan,  then  accessibility  becomes  a  pre- 
dominant consideration.  In  other  words,  if  low-cost  long-term  care  is  available  in  the 
private  sector  close  to  family  and  friends,  veterans  are  less  likely  to  seek  care  in 
VA  facilities.  Finally,  the  availability  of  long-term  institutional  care  through  the  VA 
system  is  currently  limited  based  on  availaole  resources.  Veterans  unable  to  obtain 
services  close  to  home  under  the  VA  system  would  likely  turn  to  the  national  pro- 
gram. 

Question  5A.  GAO's  report  indicates  that  a  play-or-pav  national  health  insurance 
plan  would  have  significantly  less  impact  on  demand  for  VA  health  services  than 
a  Canadian-style  plan.  The  only  explanation  I  have  for  that  finding  is  that  GAO  as- 
sumed that  the  play-or-pay  option  would  not  provide  universal  access,  but  rather 
consist  solely  of  a  mandate  that  employers  eitner  provide  health  insurance  or  pay 
a  payroll  tax  to  finance  public  coverage  for  their  employees. 

Do  I  understand  your  report  correctly? 

Answer.  Yes.  As  we  indicate  on  page  4  of  the  report,  the  employer  mandates 
would  not  cover  the  unemployed,  retired,  and  part-time  workers. 

Question  5B.  If  so,  how  would  your  estimate  of  the  impact  of  a  play-or-pay  option 
change  if  it  incorporated  universal  access  through  publicly-financea  mechanisms? 

Answer.  A  plan  that  would  provide  universal  access  through  a  combination  of  em- 

Sloyer  mandates  and  public  financing  mechanisms  would  have  a  greater  effect  on 
emand  than  employer  mandates  alone.  In  fact,  because  it  would  be  patterned  after 
private  rather  than  public  insurance  benefits  and  cost  sharing,  it  would  have  a 
greater  effect  on  VA  demand  than  a  universal  plan  patterned  after  a  public  insur- 
ance program  above  such  as  Medicare.  This  is  because  private  health  insurance  gen- 
erally provides  broader  benefits  with  less  cost  sharing  tnan  Medicare. 

Question  6.  What  could  the  VA  health  care  system  do  to  be  more  competitive  or 
attractive  to  potential  veteran  customers? 

Answer.  VA  would  need  to  change  its  facilities  and  operating  procedures  to  more 
closely  resemble  those  of  the  private  sector.  For  example,  it  would  need  to  have 
more  private  and  semi-private  rooms,  separate  bathing  facilities  for  women  patients, 
and  such  amenities  as  telephones  in  patient  rooms.  In  addition,  VA  would  need  to 
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become  more  service-oriented.  Outpatient  clinics  would  need  to  stay  open  longer  for 
patient  convenience  and  appointment  systems  developed  to  allow  veterans  greater 
input  into  appointment  scheduling.  Finally,  a  full  range  of  maternity  services  would 
have  to  be  offered  to  women  veterans. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  DR.  ALASTAIR 
M.  CONNELL  AND  THE  RESPONSES 

Question  1.  How  would  VA  care  be  affected  if  individual  VA  facilities  were  given 
some  finsmcial  incentive  to  change  their  practice  patterns,  such  as  the  ability  to  re- 
tain some  portion  of  the  funds  recovered  from  third  party  billing? 

Answer.  In  a  health  care  system  without  budget  caps,  such  as  traditional  fee-for- 
service  medicine,  quality,  cost-effective  care  can  be  compromised  by  the  seductions 
of  the  opportunities  for  personal  gain  to  providers.  In  a  controlled  system  with  budg- 
etary constraint,  especially  with  full-time  salaried  physicians,  the  vulnerabilities  to 
patients  arise  from  poor  stimulation  and  incentive  lor  providers.  It  is  probably  easi- 
er to  introduce  incentives  into  a  controlled  system  than  it  is  to  curb  the  excesses 
of  an  open  system. 

Incentives  for  physicians  need  not  be  only  monetary.  Many  would  be  rewarded  by 
greater  opportunity  to  practice  high  quality  clinical  medicine  in  a  supportive  envi- 
ronment. The  key  to  quality  care  is  a  cadre  of  highly  motivated  professionals,  with 
highly  developed  clinical  skills,  insatiable  clinical  curiosity,  and  confident  morale. 

Suitably  selected  and  applied  incentives,  particularly  for  primary  providers,  aimed 
to  reward  and  encourage  clinical  acumen  and  the  efncient  use  of  clinical  resources 
would  help.  As  always,  some  clear  relationship  between  performance  and  reward  is 
essential  for  sustained  stimulus.  The  availability  to  administrators  of  flexible 
money,  would  provide  the  opportunity  to  make  available  such  incentives.  Such  funds 
would  also  allow  administrators  to  make  the  local  adjustments  necessary  to  compete 
effectively  in  local  health  markets.  This  competitive  potential  will  be  very  important 
as  VAMCs  seek  to  attract  veterans  as  envisioned  by  the  Secretary  of  Veterans  Af- 
fairs. 

Question  2A.  In  my  view,  the  availability  of  reliable  measures  of  risk  and  severity 
of  illness  would  be  critical  if  VA  were  to  compete  with  non-VA  providers  under  man- 
aged competition,  because  veterans  who  use  VA  facilities  tend  to  be  older,  have 
greater  incidence  of  chronic  illness,  have  lower  incomes,  and  are  more  likely  to  live 
alone  than  the  general  papulation.  Patients  who  have  such  characteristics  are  likely 
to  require  more  care  than  the  average  American. 

Do  you  agree? 

Answer.  Absolutely. 

Question  2B.  Do  we  have  the  tools  we  need  to  adjust  payments  for  risk  and  sever- 
ity of  illness? 

Answer.  All  existing  comparisons  are  flawed  because  of  inability  to  control  the  fac- 
tors noted  in  the  question.  For  example,  case  mix  studies  based  on  diagnostic  coding 
can  be  quite  misleading  because  of  major  errors  in  coding,  and  failure  of  current 
Diagnostic  Related  Group  data  to  take  account  of  age,  sex,  and  social  factors.  For 
these  reasons  the  OIG  study  compared  populations  matched  as  closely  as  possible. 
Generally  accepted  scales  for  comparisons  of  severity  exist  for  some  inoividual  situa- 
tions such  as  coma,  or  post  operative  status.  More  broadly  based  comparisons  of  se- 
verity of  illness  or  risk  are  embryonic  and  have  not  received  general  acceptance. 


WRITTEN  QUESTIONS  FROM  SENATOR  ROCKEFELLER  TO  DR.  DONALD  L. 
CUSTIS  AND  THE  RESPONSES 

Question  1.  What  would  be  the  effect  on  demand  for  VA  care,  if,  under  national 
health  care  reform,  VA  were  to  offer  a  package  of  services  ranging  from  preventive 
care  to  long-term  care,  including  noninstitutional  care,  but  for  a  veteran  to  have  ac- 
cess to  any  element  of  that  package,  he  or  she  would  have  to  choose  VA  for  all  serv- 
ices included  in  the  package? 

Answer.  If  veterans  faced  a  trade-off,  with  the  advantages  of  a  full  continuum  of 
care  weighed  against  constraints  on  choice-of-provider,  the  overall  effect  on  demand 
for  VA  care  would  be  determined  by  two  factors.  The  propensity  of  veterans  to 
choose  VA  would  be  proportional  to  (1)  the  extent  to  which  the  range  of  services 
available  through  VA  exceeded  the  range  of  services  provided  in  the  basic  benefits 
package  available  through  non-VA  providers,  and  (2)  the  specification  of  the  cir- 
cumstances in  which  veterans,  having  chosen  VA,  could  receive  care  from  other  pro- 
vider groups. 
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Even  if  we  knew  the  limits  of  the  yet-to-be  determined  basic  benefits  package 
under  national  health  care,  we  could  not  quantify  the  effect  of  VA's  broader  coverage 
on  demand  for  VA  care.  Veterans  would  weight  the  advantages  of  a  greater  range 
of  services  along  with  perceptions  of  quality,  travel  distance,  real  access  (waiting 
times),  the  quality  and  accessibility  of  alternative  providers,  and  their  personal 
health  status.  These  subjective  considerations  cannot  be  meaningfuUv  modeled. 
Common  sense  says  that  if  VA  offers  more  than  its  competitors,  the  difference  will 
create  incentives  for  veterans  to  choose  VA. 

Requiring  veterans  to  use  VA  for  everything  if  they  want  to  use  VA  for  anything 
could  be  a  disincentive.  The  degree  to  which  *ocking-in"  would  discourage  VA  par- 
ticipation would  depend  on  how  strictly  the  rules  were  written.  Presumably,  a  man- 
aged-competition scneme  will  provide  some  point-of-service  option  if  a  person  cannot 
get  to  the  facilities  for  whidi  he  is  enrolled.  Also,  some  sharing  among  providers 
would  be  expected.  Veterans  must  have  at  least  as  much  flexibility  to  move  among 
provider  groups  as  non-veterans  citizens. 

Veterans'  dual  eligibility  should  give  them  some  additional  degree  of  freedom  to 
choose  VA  or  non-VA  care  in  certain  circumstances.  This  flexibility  can  be  one  of 
several  incentives  that  "level  the  playing  field"  to  allow  VA  to  operate  in  a  competi- 
tive environment.  VA  believes  it  would  be  good  policy  to  allow  veterans  enrolled 
with  VA  to  receive  care  from  non-VA  provider  eroups  if  they  so  choose. 

Conversely,  veterans  who  enroll  with  non-VHA  providers  should  be  allowed  to 
apply  for  care  in  VA  facilities.  VHA  could  nrovide  care  for  these  veterans  if  space 
and  resources  were  available  and  recover  tne  costs  of  care  from  veterans'  non-VA 
providers.  This  would  be  particularly  important  for  veterans  that  need  specialized 
services  that  are  not  matched  in  the  private  sector.  For  instance,  a  veterans  with 
a  spinal  cord  injury  might  choose  a  non-VA  provider  for  his  routine  care,  but  if  he 
needs  services  that  can  only  be  provided  in  a  VA  SCI  center,  then  that  option  should 
be  open  to  him. 

Question  2.  To  what  extent  would  demand  for  VA  care  be  affected  by  the  availabil- 
ity or  lack  of  availability  of  VA  care  for  a  veteran's  family  members? 

Answer.  Again,  the  extent  to  which  demand  would  be  affected  cannot  be  precisely 
quantified.  &)me  veterans  would  prefer  a  provider  that  could  enroll  his  family  as 
well  as  himself  Some  veterans  might  be  less  inclined  to  use  VA  if  non-veterans 
were  given  access. 

Before  this  option  could  be  seriously  considered,  there  would  have  to  be  satisfac- 
tion in  the  veterans  community  that  there  is  no  unmet  veterans  need  and  that  VA 
has  enough  capacity  to  take  on  a  new  class  of  patients,  many  of  whom  may  require 
services  not  currently  offered  in  VA  such  as  obstetrics  and  pediatrics. 

Question  3.  Mr.  Baine  asserted  in  his  written  testimony  that  expanding  the  scope 
of  services  covered  by  Medicare  could  have  a  significant  impact  on  demand  for  VA 
services. 

A.  Please  describe  the  impact  a  Medicare  prescription  drug  benefit  might 
have  on  VA. 

B.  If  the  Medicare  prescription  drug  benefit  recjuired  significant  cost  sharing, 
as  wtis  required  under  the  Medicare  Catastrophic  plan,  but  VA's  cost  sharing 
for  prescription  drugs  were  limited  to  the  $2.00  copayment  requirement  under 
current  law,  would  many  veterans  continue  using  the  VA  benefit? 

Answer.  A  Medicare  prescription  drug  benefit  alone,  in  the  absence  of  other 
changes  in  co-payments  and  deauctibles,  would  not  be  expected  to  have  a  significant 
efiect  on  dually  eligible  veterans'  choice  to  use  VA  pharmacy  services — except  in  the 
unlikely  case  of  a  Medicare  Prescription  Drug  benefit  with  less  than  a  $2 
copayment. 

If  the  Medicare  prescription  drug  benefit  required  significant  cost  sharing,  as  was 
required  under  the  Medicare  Catastrophic  plan,  but  VA's  cost  sharing  for  prescrip- 
tion drugs  were  limited  to  the  $2.00  copayment  requirement  under  current  law,  vet- 
erans would  continue  to  used  VA  pharmacies  at  about  the  current  rates. 

Question  4.  If  a  long-term  care  benefit  were  incoiporated  into  the  President's  plan, 
what  factors  are  most  likely  to  influence  veterans  to  choose  to  use  that  benefit  rath- 
er than  VA  long-term  care  services? 

Answer.  The  primary  factors  that  veterans  would  weigh  in  their  decision  to  choose 
VA  or  non-VA  providers  for  long  term  care  services  are:  (1)  the  relative  levels  of 
copayments  and  deductibles  in  VA  and  other  plans;  (2)  the  extent  of  the  coverage, 
i.e.,  number  of  inpatient  days  and  outpatient  visits  allowed;  (3)  whether  coverage 
is  "front-end,"  for  post  hospitalization  only  or  "back-end"  veiy  long  term  care  for 
catastrophically  disabled  patients;  (6)  veterans'  perceptions  of  relative  quality;  (5) 
the  relative  accessibility  of  VA  and  alternative  proviaers,  including  waiting  times 
and  travel  considerations;  (6)  the  quality  and  extent  of  ancillary  and  support  serv- 
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ices,  including  the  presence  of  acute  medicine  and  surgery  support  and  respite  and 
hospice  care;  (7)  the  availability  of  non-institutional  long  term  care  problems. 

Question  5.  What  could  the  VA  health  care  system  do  to  be  more  competitive  or 
attractive  to  potential  veteran  customers? 

Answer.  VA  already  attracts  more  potential  veterans  customers  than  it  can  serve. 
While  there  are  VA  hospitals  with  excess  acute  inpatient  capacity  in  some  parts  of 
the  country,  system-wide,  there  is  extensive  unmet  need — particularly  for  non -insti- 
tutional long  term  care  and  for  nursing  home  care. 

VA  could  immediately  attract  more  "customers"  if  it  could  serve  the  ones  who  are 
in  the  waiting  rooms  more  quickly.  In  some  places,  veterans  wait  up  to  six  months 
for  an  appointment  on  outpatient  cUnics. 

To  be  more  competitive,  in  terms  of  patient  satisfaction  and  economic  efiiciency, 
VA's  outpatient  capacity  must  be  expanded.  Congress  must  take  two  actions  to  allow 
this  to  happen.  First,  Congress  must  reform  veterans'  eligibility  and  entitlement  law 
to  remove  statutory  obstacles  to  patient  management  and  to  allow  VA  to  provide 
the  full  continuum  of  care  to  its  patients.  Second,  Congress  must  provide  money  to 
renovate  existing  space  to  provide  more  clinic  space  and  staff.  This  investment  will 
be  returned  as  VA  shifts  workload  away  from  more  expensive  hospital  and  nursing 
home  care  to  more  efficient  and  convenient  ambulatory  settings. 

Ultimately,  increased  funding  is  the  key  to  serving  more  veterans  in  VA. 


WRITTEN  QUESTIONS  FROM  SENATOR  ROCKEFELLER  TO  DR.  KERRY  E. 
KILPATRICK  AND  THE  RESPONSES 

Question  1.  I  am  not  sure  that  I  understand  your  concerns  about  what  you  re- 
ferred to  in  your  testimony  as  "disaggregation  of  components  of  ctire." 

A.  Are  you  criticizing  an  approach  that  would  call  for  the  VA  to  provide  cer- 
tain specialized  services  at  which  it  excels,  such  as  spinal  cord  injuries  and 
post-traumatic  stress  disorder,  and  for  non-VA  providers  and  facilities  to  pro- 
vide routine  inpatient  and  outpatient  care? 

B.  Why  do  you  think  that  approach  is  less  preferable  to  having  VA  provide 
a  full  continuum  of  health  services? 

Answer.  Senator,  I  would  agree  that  the  unique  specialized  services  now  offered 
by  the  VHA  should  be  preserved  in  any  reformed  health  care  system.  However,  I 
am  raising  two  concerns  about  an  approach  that  would  leave  the  VHA  with  only 
these  services  and  would  plan  to  depend  on  the  private  sector  to  provide  "routine 
inpatient  and  outpatient  services."  First,  (as  noted  in  the  second  part  of  your  ques- 
tion) "continuity  of  care"  is  an  ideal  we  should  strive  to  achieve  whether  in  the  VA 
or  the  private  sector.  When  a  patient  can  receive  the  full  continuum  of  services  from 
a  single  provider  organization,  the  quality  of  care  is  likely  to  be  improved  and  the 
convenience  to  the  patient  enhanced.  The  VHA  now  comes  closer  to  the  ideal  of  pro- 
viding a  full  continuum  of  services  to  its  patients  than  does  any  single  private  sector 
J)rovider  organization;  I  would  not  want  to  see  that  principle  lost  in  health  care  re- 
brm. 

My  second  concern  is  that  disaggregating  "routine"  services  to  the  private  sector 
may  not  result  in  reduced  costs.  As  I  noted  earlier,  VA  patients  compared  on  a  diag- 
nosis-by-diagnosis basis,  are  more  costly  to  treat  than  veterans  who  receive  care  m 
the  private  sector  because  of  the  presence  of  co-morbidities  and  other  factors  that 
increase  the  cost  of  care  whether  provided  in  the  VA  or  private  sector.  Thus,  only 
by  looking  at  the  cost  of  providing  similar  care  to  similar  patients  in  the  private 
sector  can  we  make  an  accurate  comparison  of  the  cost  of  care  between  the  VA  and 
private  sector.  It  is  likely,  therefore,  that  if  the  "routine"  VA  patients  were  to  be 
absorbed  by  the  private  sector,  the  private  sector's  average  cost  in  specific  diagnostic 
categories  would  increase.  Also,  because  the  VA  woula  have  to  maintain  standby 
medical  and  surgical  capacity  to  cover  unanticipated  emergencies  for  the  specialized 
patients  that  remained,  the  VA's  cost  would  not  be  reduced  proportionate  to  the  vol- 
ume of  "routine"  care  that  could  be  shifted  to  the  private  sector. 

The  consequence  could  be  therefore  that  the  per  unit  cost  of  care  for  both  the  VA 
and  private  sector  would  increase  and  continuity  of  care  would  be  threatened  by  the 
proposed  disaggregation.  While  I  am  not  arguing  for  maintaining  the  current  system 
simply  because  it  is  now  done  that  way,  I  would  urge  caution  in  replacing  it  with 
a  disaggregated  system  until  the  consequences  of  the  disaggregated  approach  have 
been  more  carefully  explored. 

Question  2.  How  would  VA  care  be  affected  if  individual  VA  facilities  were  given 
some  financial  incentive  to  change  their  practice  patterns,  such  as  the  ability  to  re- 
tain some  portion  of  the  funds  recovered  irom  third-party  billing? 
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Answer.  As  you  are  aware,  Senator,  there  have  been  numerous  proposals  made 
over  the  last  several  years  to  change  management  systems  and  practices  in  the 
VHA  to  enhance  efficiency  and  to  align  the  services  supplied  more  closely  with  the 
needs  of  the  veteran  population.  I  do  not  believe  that  we  know  precisely  how  any 
one  of  these  proposed  changes,  including  broadening  local  control  and  use  of  funds 
received  through  third-party  billings,  would  work  out  in  practice.  Ironically,  the 
VHA,  with  172  medical  centers  under  its  direct  control,  is  better  positioned  than 
any  other  health  care  delivery  system  in  this  country  to  conduct  research  and  dem- 
onstrations to  determine  the  effects  of  management  innovations  on  patient  care  out- 
comes and  costs.  Assuming  that  the  health  care  reform  legislation  that  emerges 
from  Congress  will  encourage  experimentation  with  alternative  delivery  system 
structures,  the  Department  of  Veterans  Affairs  should  initiate  a  program  of  man- 
agement systems  research  wherein  a  small  number  of  VAMCs  would  oe  designated 
to  test  the  effectiveness  and  efficiency  of  innovative  management  systems.  This  ef- 
fort would  be  consistent  with  the  aims  of  the  Clinton  administration  to  "reinvent 
government"  to  achieve  its  purposes  more  efficiently  and  effectively  through  the  use 
of  incentives  and  methods  found  to  be  effective  in  the  private  sector. 

The  Department  of  Veterans  AfFairs  has  initiated  a  Management  Efficiency  Pilot 
Program  which  could  be  augmented  with  a  management  systems  research  program. 
This  program  could  proceed  along  the  lines  of  the  Cooperative  Studies  P*rogram  for 
clinical  trials  wherein  selected  VAMCs  would  serve  as  experimental  sites  and  others 
would  be  control  sites.  Congress  may  have  to  facilitate  this  management  systems 
research  by  providing  specific  waivers  to  allow  experimentation  with  alternative  or- 
ganizational and  financial  arrangements  at  the  experimental  sites.  While  I  under- 
stand that  the  release  of  Administration's  health  systems  reform  propjosal  is  immi- 
nent, I  assume  that  the  actual  changes  in  the  system  will  be  evolutionary.  There 
is,  therefore,  time  yet  to  conduct  controlled  experiments  so  that  changes  eventually 
made  in  VHA  may  be  based  on  more  complete  data  on  what  wonts  and  what 
doesn't. 

Question  3.  In  my  view,  the  availability  of  reliable  measures  of  risk  and  severity 
of  illness  would  be  critical  if  VA  were  to  compete  with  non-VA  providers  under  man- 
aged competition,  because  veterans  who  use  VA  facilities  tend  to  be  older,  have 
greater  incidence  of  chronic  illness,  have  lower  incomes,  and  are  more  likely  to  live 
alone  than  the  general  population.  Patients  who  have  such  characteristics  are  likely 
to  require  more  care  than  the  average  American. 

A.  Do  you  agree? 

B.  Do  we  have  the  tools  we  need  to  adjust  payments  for  risk  and  severity  of 
illness? 

Answer.  Yes,  Senator,  our  1987  paper  in  "Medical  Care"  (M.  Randall,  et  al..  Dif- 
ferences in  Patient  Characteristics  between  Veterans  Administration  and  Commu- 
nity Hospitals:  Implications  for  Planning,  "Medical  Care,"  November  1987,  Vol.  25, 
No.  11)  and  subsequent  work  by  others,  confirms  that  the  factors  you  mention  lead 
to  increased  cost  and  increased  length-of-stay  for  veterans  who  receive  their  care  in 
VHA  facilities  compared  to  those  who  receive  their  care  in  the  private  sector. 

The  ability  of  currently  available  systems  of  risk  adjustment  and  severity  of  ill- 
ness measurement  to  account  fully  for  the  impact  of  these  factors  is  constrained  by 
the  data  elements  that  are  routinely  captured  in  patient  data  bases.  Adjustments 
for  age,  co-morbidities,  and  presence  of  chronic  conditions  can  be  made  with  relative 
ease  as  these  factors  are  contained  in  the  patient  data  for  both  VA  and  private  sec- 
tor patients.  More  problematic  are  the  "social  factors"  such  as  availability  of  spousal 
support,  socio-economic  status,  and  homelessness  which  are  not  captured  in  the  data 
bases  and  therefore  would  not  be  available  to  adjust  payments  levels.  I  understand 
that  the  new  ICD-10  coding  system  will  include  more  of  these  factors  and  will  per- 
mit severity  adjustments  to  be  sensitive  to  their  efTect  on  costs  and  length-of-stay. 
In  the  meantime,  until  ICD-10  is  employed,  capitated  payments  for  veterans  using 
private  sector  facilities  may  have  to  be  adjusted  upward  by  an  additional  factor  to 
account  for  the  impact  of  those  cost-increasing  patient  characteristics  which  are  not 
now  accessible  in  patient  data  bases. 


WRITTEN  QUESTIONS  FROM  SENATOR  ROCKEFELLER  TO  DR.  JOSEPH 
LIPSCOMB  AND  THE  RESPONSES 

Question  1.  How  would  VA  care  be  affected  if  individual  VA  facilities  were  given 
some  financial  incentive  to  change  their  practice  patterns,  such  as  the  ability  to  re- 
tain some  portion  of  the  funds  recovered  from  third-party  billing? 

Answer.  This  is  an  important  issue  and  one  which  can,  and  should,  be  inves- 
tigated empirically  through  careful  experimentation.  Even  at  this  stage,  however, 
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one  can  put  forth  some  (testable)  hypotheses  about  what  mijgfht  happen  if  VA  facili- 
ties were  able  to  keep  some  portion  of  the  funds  recovered  from  third-party  billing: 

First,  the  incentives  at  the  local  level  to  aggressively  pursue  medical  care  cost  re- 
covery would  be  strengthened.  All  else  equal,  more  funds  should  be  obtained  from 
third  parties  than  under  an  arrangement  whereby  the  bounty  from  a  successful 
funds  recovery  program  flow  entirely  to  VA  Central  Office  or  the  U.S.  Treasury. 

If  the  local  VA  facilitv  could  retain  some  of  the  fruits  of  its  labor,  one  would  ex- 
pect it  to  work  harder  both  at  identifying  veterans  with  alternative  insurance  cov- 
erage and  at  recovering  payment  on  each  veteran  so  identified.  These  recovered  dol- 
lars could  be  used  by  the  facUity  to  plug  holes  in  its  current  budget  or  expand  access 
to  services  on  a  targeted  basis. 

Clearly,  the  interplay  between  the  facility  and  VA  Central  Office  regarding  both 
the  fraction  of  recovered  funds  to  be  retained  locally  and  how  they  are  to  be  spent 
is  an  important  administrative  aspect  of  this  proposed  policy.  One  can  hypothesize 
that  Central  Office  would  wish  to  maintain  some  substantial  influence  over  where 
and  how  the  recovered  funds  are  used.  In  response,  one  can  imagine  various  medical 
care  cost  recovery  policies  that  try  to  balance  these  concerns.  For  example,  Central 
Office  could  establish  a  broad  set  of  program  areas  wherein  recovered  funds  could 
be  spent,  but  local  facilities  could  maintain  discretion  over  how  their  share  of  the 
funds  are  allocated  across  these  approved  program  areas.  While  I  am  in  no  position 
to  recommend  how  to  strike  the  best  balance  here,  I  can  say  that  most  behavioral 
models  from  the  social  sciences  would  predict  (not  surprisingly)  that  VA  facilities 
will  recover  funds  from  third  parties  at  a  faster  clip  ii  they  can  keep  part  of  the 
proceeds — and  the  bigger  the  fraction  of  funds  retained,  the  more  aggressive  the 
pursuit. 

One  might  also  hypothesize  that  giving  the  local  facility  a  stake  in  the  recovery 
of  funds  would  influence,  over  time,  the  mix  of  veterans  treated  there  by  eligibility 
category.  As  one  example,  if  non-service-connected  veterans  are  more  likely  to  have 
alternative  third-party  coverage  than  service-connected,  one  might  expect  the  local 
facility  to  step  up  efforts  to  admit  the  non-service-connected  precisely  because  they 
offer  a  higher  probability  of  third-party  recovery.  The  degree  to  which  this  incentive 
would  become  operative  hinges  very  much  on  the  degree  of  excess  capacity  at  the 
facility:  the  greater  the  slack  currently,  the  greater  the  capability  of  bringing  in 
more  non-service-connected  veterans.  Since  the  strain  on  VA  facilities  varies  mark- 
edly by  U.S.  region  currently,  so  will  the  influence  of  the  incentives  suggested  here. 

Let  me  conclude  by  saying  that  these  and  other  possible  hypotheses  about  the  ef- 
fects of  allowing  local  facilities  to  retain  some  of  the  funds  recovered  from  third  par- 
ties can  be  given  a  "reality  test,"  as  follows:  In  the  process  of  pursuing  medical  care 
cost  recovery,  let  VA  establish  a  demonstration  project  in  which  selected  facilities 
are  given  varying  degrees  of  assistance  in  obtaining  funds  and  (most  importantly) 
varying  degrees  of  discretion  in  the  allocation  of  recovered  fiinds.  Then  compare  the 
facilities  in  terms  of  their  efficiency  and  eflectiveness  in  (1)  recovering  funds  and 
(2)  allocating  the  funds  recovered  to  local  uses. 

Question  2A.  In  my  view,  the  availability  of  reliable  measures  of  risk  and  severity 
of  illness  would  be  critical  if  VA  were  to  compete  with  non-VA  providers  under  man- 
aged competition,  because  veterans  who  use  VA  facilities  tend  to  be  older,  have 
greater  incidence  of  chronic  illness,  have  lower  incomes,  and  are  more  likely  to  live 
alone  than  the  general  population.  Patients  who  have  such  characteristic  tend  to  re- 
quire more  care  than  the  average  American. 

Do  you  ap-ee? 

Answer.  Yes,  I  do  agree  that  the  availability  of  reliable  measures  of  risk  and  se- 
verity of  illness  would  be  critical  if  VA  were  to  compete  with  non-VA  providers 
under  managed  competition. 

There  are  many  possible  managed  competition  scenarios,  of  course,  but  suppose 
(to  be  concrete)  the  version  of  managed  competition  adopted  involves  the  veterans 
receiving  a  voucher  for  health  care,  which  could  be  used  at  a  VA  facility  or  in  the 
private  sector.  The  policy  intent  might  be  to  peg  the  voucher  at  a  level  sufficient 
to  cover  the  cost  of  a  "minimum  benefits  package,"  or  at  a  higher  (or  lower)  level. 
From  a  practical  standpoint,  what  is  crucial  is  that  the  actual  dollar  value  of  the 
voucher  oe  great  enougn  to  cover  the  expected  actuarial  cost  of  the  veteran  who  re- 
ceives it.  Otnerwise,  many  veterans  would  be  deemed  poor  financial  risks  by  non- 
VA  providers,  and  their  freedom  of  choice  among  providers  will  likely  be  blunted — 
notwithstanding  efforts  to  establish  open  enrollment  and  community  rating.  More- 
over, if  such  vouchers  for  veterans  were  not  properly  adjusted  for  diflerential  risk 
and  severity,  VA  facilities  could  systematically  experience  shortfalls:  the  flow  of 
voucher  fands  might  not  cover  the  cost  of  treating  the  aging  veteran  population  (and 
additional  federal  subsidies  through  Central  Office  would  probably  be  required). 
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Question  2B.  Do  we  have  the  tools  we  need  to  a4just  payments  for  risk  and  sever- 
ity of  illness? 

Answer.  Currently  under  development  are  a  number  of  promising  clinically  based 
statistical  tools  that  could  be  used  for  adjusting  payments  for  risk  and  severity.  This 
is  a  rapidly  growing  area  of  clinical  policy  research,  and  no  single  "gold  standard" 
methoaology  nas  emerged  yet. 

In  point  of  fact,  however,  much  of  the  work  in  this  areas  has  focused  not  so  much 
on  a<^u8ting  patient  cost  for  risk  and  severity,  but  rather  on  trying  to  isolate  pa- 
tient-speciflc  factors  that  explain  variations  in  key  clinical  outcomes,  such  as  inpa- 
tient mortality,  length  of  stay,  and  likelihood  of  hospital  re-admission.  Several  such 
risk -adjustment  incficators  should  be  noted: 

•  the  Charlson  Index  (1)  has  been  developed  to  predict  hospital  mortality  for  pa- 
tients on  a  general  medicine  service; 

•  Greenfield's  Index  of  Coexistent  Disease  (ICED)  (2)  is  designed  to  control  for  pa- 
tients' comorbidity  in  clinical  outcomes  research; 

•  the  Kaplan  and  Feinstein  (KF)  index  (3)  is  constructed  to  classify  comorbid  ill- 
nesses and  describe  the  contribution  of  comorbidity  in  predicting  mortality  and  mor- 
bidity of  diabetic  patients;  however,  the  index's  logic  could  be  extended  to  other  dis- 
eases, as  well; 

•  the  Smith  Index  (4)  is  specifically  designed  to  predict  which  patients  are  at  hi^ 
risk  to  hospital  readmission,  as  a  function  of  key  clinical  indicators. 

Studies  have  shown  that  these  indexes  (among  others)  can  successfully  control  for 
the  differential  impact  of  selected  patient  risk  and  severity  factors  on  hospital-based 
clinical  outcomes;  their  utility  in  outpatient  settings,  however,  is  less  clear. 

For  purposes  of  adjusting  pavment  rates  for  risk  and  severity,  an  additional  line 
of  attack  is  called  for.  Specifically,  what  is  required  are  analyses  in  which  condition- 
specific  patient-level  cost  is  modeled  as  a  function  of  risk  and  severity  indicators  (or 
an  index  of  these  indicators)  as  well  as  other  variables  (e-g-,  type  of  provider,  geo- 
graphic region)  that  may  influence  observed  treatment  cost.  Once  the  inter-relation- 
ships  among  these  variables  are  statistically  estimated,  it  becomes  possible  to  pre- 
dict patient  cost  on  the  basis  of  specific  assumptions  about  risk  and  severity  level. 
This  is  probably  the  most  crucial  step  in  deriving  provider  payment  levels  that  accu- 
rately reflect  the  expected  cost  of  treating  patients,  adjustea  for  risk  and  severity 
level. 

In  fact,  statistical  analyses  of  this  type  are  being  conducted  currently  by  several 
of  the  Patient  Outcome  Kesearch  Teams  (PORTs)  funded  by  the  Agency  for  Health 
Care  Policy  and  Research.  I  can  report  first-hand  that  both  the  Ischemic  Heart  Dis- 
ease (IHD)  PORT  and  the  Stroke  Prevention  PORT  are  pursuing  such  analyses.  In 
this  regard,  I  would  like  to  conclude  by  presenting  a  summair  of  one  such  study 
that  heis  just  been  completed  by  members  of  the  IHD  PORT.  Now  in  what  follows, 
the  relationship  between  patient  risk  factors  and  provider  payments  is  not  derived 
(for  that  was  not  our  intent);  but  we  do  examine  the  relationships  among  risk  fac- 
tors, other  variables,  and  patient-specific  cost  (for  acute  myocardial  infarction).  As 
stated  above,  an  understanding  of  such  relationships  is  prerequisite  for  developing 
provider  payment  rates  that  are  properly  adjusted  for  risk  and  severity. 

DiSENTANGUNG   PATIENT-,    PROVIDER-,    INTERVENTION-,    AND    GEOGRAPHIC-SPECIFIC 

Factors  in  the  Cost  of  Hospital  Care:  The  Case  of  Acute  Myocardial  In- 
farction 

Introduction:  While  there  has  been  much  focus  recently  on  small  area  variations 
in  both  hospital  admission  rates  and  the  use  of  certain  services  and  procedures, 
there  has  been  strikingly  little  analysis  of  small  area  variations  in  the  cost  of  care. 

Gaining  a  better  understanding  of  the  sources  of  variation  in  the  dollar  volume 
of  care  would  enable  health  policy  analysts  to  (1)  produce  statistically  defensible 
predictions  of  the  cost  impact  of  selected  changes  in  clinical  practice  policies  (which 
are  typically  derived  now  by  simple  extrapolation  from  small-scale  studies);  (2)  de- 
rive statistically  appropriate  cost  estimates  for  cost-benefit,  cost-effectiveness,  and 
cost-utility  decision  analyses;  (3)  generate,  for  provider  reimbursement  purposes, 
cost  estimates  adjusted  for  differences  in  patient  risk  factors  (while  controlling  for 
the  influence  of  other  factors);  and  (4)  sort  out  how  much  of  the  observed  variation 
in  the  cost  of  care  is,  in  fact,  "unexplained"  afler  the  most  likely  systematic  influ- 
ences have  been  taken  jointly  and  simultaneously  taken  into  account. 

Hence,  the  primary  purpose  of  this  paper  is  to  demonstrate  how  variations  in  the 
cost  of  treating  patients  with  a  given  condition — in  this  case,  acute  myocardial  in- 
farction (AMI)— can  be  analyzed  statistically  as  a  function  of  hypothesized  underly- 
ing determinants.  In  this  application,  and  in  general,  these  determinants  fall  into 
four  broad  domains:  intervention-related,  patient-related,  provider-related,  and  geo- 
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graphic-related.  A  second  purpose  of  the  paper  is  to  illustrate  how  such  a  model 
(once  estimated)  can  yield  alternative  treatment  cost  predictions  for  use  in  clinical 
decision  analyses,  in  risk-adjusted  estimates  of  patient  costs,  and  in  deriving  large- 
scale  (e.g.,  national)  estimates  of  the  cost  of  altering  clinical  practice  policies. 

Data  and  Methods:  All  cost  analyses  focus  on  the  565  AMI  patients  in  the 
Thrombolysis  and  Angioplasty  in  Myocardial  Infarction  (TAMI)  5  clinical  trial.  Pa- 
tients were  enrolled  from  4/88-5/89  at  7  main  TAMI  centers  (3  academic,  4 
nonacademic)  and  29  satellite  hospitals  in  7  regions  of  the  U.S.  Patients  (all  receiv- 
ing aggressive  reperfusion  therapies)  were  randomized  to  unmediate  vs.  delayed  (by 
5-10  days)  catheterization  and  to  1  of  3  thrombolytic  regimens.  Augmenting  the  de- 
tailed patient-specific  data  collected  during  the  trial  is  additional  provider-  and  geo- 
graphic-specific information  obtained  variously  from  the  American  Hospital  Associa- 
tion annual  surveys,  the  hospitals'  Medicare  cost  reports,  other  published  Medicare 
reports,  and  from  personal  conununications  with  staff  at  the  centers. 

The  dependent  variable  in  all  analyses  is  the  economic  cost  of  treating  an  AMI 
patient  from  enrollment  through  discharge  from  the  initial  (index)  hospitalization  at 
one  of  the  7  main  centers.  Economic  cost  was  estimated  from  the  patient's  detailed 
hospital  bill  by  applying  the  appropriate  cost-to-charge  ratios  and  per  diem  cost  esti- 
mates obtained  from  the  hospital's  Medicare  cost  report. 

Multivariate  cost  models  were  estimated  by  two  alternative  approadies:  ordinary 
least  squares  (with  log  transform  of  the  dependent  variable)  and  the  Cox  semi-psu-a- 
metric  proportional  hazards  model.  Each  model's  assumptions  were  tested  exten- 
sively; in  tne  OLS  specifications,  studentized  residuals  were  examined  for  trends, 
and  both  the  linearity  and  proportional  hazards  assumptions  of  the  Cox  model  were 
investigated. 

Results:  The  sample  mean  cost  of  AMI  hospital  treatment  was  $18,287  (s.d., 
$12,086),  and  the  median  was  $16,052.  A  number  of  alternative  OLS  and  Cox  mod- 
els were  tested,  and  the  following  results  (with  approximate  p  values)  emerged  from 
the  best-fitting  of  the  model  specifications  that  the  investigators  regarded  as  clini- 
cally plausible: 

In  the  Intervention  domain,  being  randomized  to  early  (as  opposed  to  delayed) 
catheterization  was  predictive  of  higher  costs  (p=0.0023);  but  costs  were  unrelated 
to  thromboljrtic  regimen  (t-PA  vs.  urokinase  vs.  a  combination  of  the  two).  In  the 
Patient  domain,  the  following  variables  were  indep>endent  predictors  of  hi^er  costs: 
the  presence  of  early  AMI  complications  (p=0.0025);  anterior  (as  opposed  to  inferior) 
location  of  AMI  (p=0.0371);  diabetes  (p=0.0333);  and  history  of  previous  AMI 
(p=0.0109).  Whether  the  patient  survived  this  index  hospitalization  was  not  a  sig- 
nificant predictor  of  costs  in  any  model  specification.  In  the  Provider  domain,  initial 
presentation  and  enrollment  at  a  satellite  hospital  (as  opposed  to  a  main  center) 
was  associated  with  higher  costs.  But  costs  were  unrelated  to  the  annual  volume 
of  coronary  care  unit  days  at  the  main  center  and  also  unrelated  to  the  degree  of 
economic  "competitiveness"  in  the  main  center's  local  market,  as  measured  by  alter- 
native forms  of  the  Herfindahl  index.  In  the  (Geographic  domain,  the  Medicare-gen- 
erated Area  Wage  Index  for  a  main  center  was  positively  associated  with  the  cost 
of  care  there. 

In  addition  to  these  direct-effect  results,  there  were  significant  direct-  and  second- 
order  interaction  effects  involving  the  patient's  age  (Patient  factor),  the  academic 
status  of  the  main  center  where  he/she  was  hospitalized  (Provider  factor),  and  the 
percent  of  cardiovascular  physicians  at  the  main  center  reported  as  board  certified 
in  cardiology  (Provider  factor).  Specifically,  while  the  direct  effect  of  AGE  was  sig- 
nificantly positive  (p<0.0001),  its  interaction  with  a  dummy  for  the  academic  status 
of  the  main  center  (TEACH-1  if  academic)  and  significantly  negative.  And  while  the 
direct  effect  percent  board  certified  was  significantly  negative,  its  interaction  with. 
TEACH  was  significantly  positive.  Among  the  implications  is  that  greater  board  cer- 
tification in  cardiolo^  is  predictive  of  higher  costs  in  the  academic  centers  (but  not 
so  in  the  nonacadenuc). 

Based  on  these  regressions  results,  the  predicted  AMI  costs  (with  standard  errors) 
for  a  number  of  specific  "statistical"  patients  and  treatment  scenarios  are  computed 
and  compared. 

While  caution  must  be  applied  in  generalizing  from  these  particular  results,  their 
derivation  illustrates  a  general  approach  to  cost  modeling  and  estimation  that  can 
be  applied  in  a  number  of  settings. 
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WRITTEN  QUESTIONS  FROM  SENATOR  ROCKEFELLER  TO  JACK  W.  OWEN 
AND  THE  RESPONSES 

Question  1.  What  would  be  the  effect  on  demand  for  VA  care,  if,  under  national 
health  care  reform,  VA  were  to  offer  a  package  of  services  ranging  from  preventive 
care  to  long-term  care,  including  noninstitutional  care,  but  for  a  veteran  to  have  ac- 
cess to  any  element  of  that  nackage,  he  or  she  would  have  to  choose  VA  for  all  serv- 
ices included  in  the  package/ 

Answer.  The  answer  depends  on  whether  the  present  definition  of  eligible  veteran 
was  expanded  beyond  the  present  definition,  i.e.,  service  connected  msability,  ex- 
POW,  and  impoverished  veteran.  If  all  veterans  were  eligible  for  such  a  health  care 
package,  which  appears  to  be  lai^er  than  we  can  expect  from  the  President's  na- 
tional nealth  care  reform,  I  sun  quite  certain  there  would  be  a  much  greater  demand 
for  services  from  the  VA  than  presently  exists.  Without  a  change  in  the  eligibility 
requirements,  I  don't  believe  we  would  see  any  or  marked  increase  in  the  use  of  the 
VA.  If  there  were  an  all  or  nothing  approach  to  using  VA  services,  we  would  prob- 
ably see  a  decline  in  VA  services  since  veterans  who  use  local  non-VA  services  for 
clinic  or  out-patient  care  would  be  precluded  from  long-term  care  in  the  future. 
Their  decision  for  local  care  may  well  oe  geographical  rather  than  any  other. 

Question  2.  To  what  extent  would  demand  for  VA  care  be  affected  by  the  availabil- 
ity or  lack  of  availability  of  VA  care  for  a  veteran's  family  members? 

Answer.  It  depends  again  on  whether  we  have  a  health  reform  package.  The 
CHAMPUS  health  care  package  for  families  of  the  military  appears  to  be  a  better 
approach.  It  would  require  less  expenditure  which  would  be  necessary  to  provide  for 
family  care  not  presently  available  in  the  VA.  I  am  not  familiar  with  any  demands 
for  family  caro  in  the  VA  at  the  present  time.  One  could  envision  a  demand  for  long- 
term  care  where  veterans  and  their  spouses  could  remain  together  if  it  were  avau- 
able. 

Question  3.  What  could  the  VA  health  care  system  do  to  be  more  competitive  or 
attractive  to  potential  veteran  customers? 

Answer.  To  be  more  competitive  or  attractive,  the  VA  would  have  to  ease  eligi- 
bility requirements  and  make  their  service  more  user  friendly.  It  is  too  difficult  to 
be  admitted  to  the  VA  at  the  present  time.  Most  of  the  veterans  using  the  VA  must 
be  impoverished,  and  use  it  or  as  last  resort  or  are  disabled  from  an  active  duty 
iniury.  To  compete  in  most  communities^  they  would  have  to  allow  access  to  the  fa- 
ciuties  to  the  physicians  in  the  community.  Without  an  open  medical  staff,  they  are 
handicapped.  Patients  choose  a  physician  not  a  hospital,  except  when  it  is  an  emer- 
gency. They  only  present  themselves  to  hospitals  when  they  have  no  physician  or 
no  money. 

Since  we  can  no  longer  afford  to  duplicate  hospital  facilities  and  services,  under 
a  universal  health  care  plan,  the  VA  must  become  a  part  of  the  total  health  care 
reform  plan.  Where  duplication  exists,  or  services  not  economically  provided,  the  VA 
like  community  hospitals  must  re-think  their  mission.  It  doesn't  mean  abandoning 
the  VA  system,  it  means  improving  what  they  do  exceedingly  well  and  eliminating 
those  services  which  others  provide  more  effectively.  I  believe  what  most  veterans 
want  is  assurance  of  quality  of  care,  who  provides  it  is  secondary. 


WRITTEN  QUESTIONS  FROM  SENATOR  ROCKEFELLER  TO  DR.  WILLIAM  B. 
SCHWARTZ  AND  THE  RESPONSES 

Question  lA.  In  your  written  testimony,  you  stated  that  only  if  HIPCs  are  agents 
of  rationing  could  they  contribute  effectively  to  cost  containment. 

Please  explain  how  HIPCs  could  perform  that  role.  If  possible,  provide  a  concrete 
example. 

Answer.  HIPCs,  with  their  managed  care  orgsmizations,  could  readily  be  made 
agents  of  rationin{|  if  they  were  placed  under  budget  limits,  for  example,  by  impos- 
ing sharp  constraints  on  their  capitation  fees.  Under  these  circumstances,  tney 
would  have  to  make  choices  about  who  gets  what  kind  of  expensive  care.  In  effect, 
they  would  be  asked  to  expand  the  gatekeeper  function  they  already  fulfill  as  part 
of  tneir  effort  to  eliminate  waste  and  inefficiency.  Managed  care  physicians,  who  al- 
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ready  avoid  unnecessary  bypass  grafts  and  other  procedures,  would  now  avoid  or- 
dering any  expensive  procedure  which  promises  to  yield  only  a  small  benefit.  Given 
their  historic  role  as  gatekeepers,  this  extension  of  responsibilities  mi^t  well  be  ac- 
complished with  considerable  ease.  To  sanitize  the  process,  the  term  cost-effective- 
ness rather  than  rationing  will  probably  be  used. 

Question  IB.  How  might  that  affect  VA  if  it  were  to  compete  with  non-VA  provid- 
ers through  HIPCs? 

Answer.  My  guess  is  that  rationing  by  HIPCs  will  narrow  the  differences  between 
the  VA,  which  is  already  budget  constrained,  and  the  fee-for-service  sector.  In  that 
sense  the  VA  would  become  more  comoetitive. 

Question  2A.  In  my  view,  the  availaoility  of  reliable  measures  of  risk  and  severity 
of  illness  would  be  critical  if  VA  were  to  compete  with  non-VA  providers  under  man- 
aged competition,  because  veterans  who  use  VA  facilities  tend  to  be  older,  have 
greater  incidence  of  chronic  illness,  have  lower  incomes,  and  are  more  likely  to  live 
alone  than  the  general  population.  Patients  who  have  such  characteristics  are  likely 
to  require  more  care  than  the  average  American. 

Do  you  agree? 

Answer.  You  are  correct.  Patients  in  the  VA,  because  of  their  characteristics,  are 
likely  to  require  more  care  than  the  average  American. 

Question  2B.  Do  we  have  the  tools  we  need  to  adjust  payments  for  risk  and  sever- 
ity of  illness? 

Answer.  I'm  not  an  expert  on  the  question  of  severity  corrections  so  I  should  prob- 
ably leave  it  to  others  to  tell  you  whether  the  current  methods  are  adequate  to  the 
task. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  DR.  JACK 
ZWANZIGER  AND  THE  RESPONSES 

Question  1.  ViTiat  would  be  the  effect  on  demand  for  VA  care,  if,  under  national 
health  care  reform,  VA  were  to  offer  a  package  of  services  ranging  from  preventive 
care  to  long-term  care,  including  noninstitutional  care,  but  for  a  veteran  to  have  ac- 
cess to  any  element  of  that  package,  he  or  she  would  have  to  choose  VA  for  all  serv- 
ices included  in  the  packager 

Answer.  I  would  like  to  comment  on  the  general  issue  of  converting  the  VA  into 
an  enrollment  benefit  package  before  discussing  its  potential  effects  on  demand.  In 
some  sense,  eligible  veterans  would  find  the  current  system  to  be  optimal  because 
they  can  always  choose  whether  or  not  to  avail  themselves  of  the  VA  option  on  a 
case  by  case  basis.  On  the  other  hand,  it  makes  it  more  difficult  to  administer  the 
system  and  to  coordinate  care.  If  the  reform  were  to  result  in  the  overall  population 
moving  towards  insurance  plans  that  manage  the  care  for  defined  populations,  it 
would  make  sense  for  the  VA  to  follow  suit.  (It  might  make  sense  even  if  that  were 
not  the  overall  trend.)  Even  if  enrollment  were  to  be  made  annually,  eligible  veter- 
ans would  be  giving  up  something  of  value,  i.e.,  there  would  have  to  be  provision 
for  compensating  them  for  this  benefit  reduction.  I  referred  Janet  Coffman  to  a 
RAND  Report  that  contains  an  extensive  analysis  of  the  corresponding  issue  for 
CHAMPUS. 

The  precise  effect  on  demand  will  again  obviously  depend  on  the  details,  but  we 
can  get  some  sense  of  the  effect  by  sketching  some  scenarios  for  VA  users,  potential 
and  actual.  On  one  extreme,  one  might  imagine  the  VA  user  who  is  attracted  to  the 
VA  because  of  the  low  copay  for  pharmaceuticals,  for  example,  or  for  some  basic  am- 
bulatory services.  Costs  are  much  lower  than  the  civilian  alternatives,  quality  dif- 
ferences (perceived,  if  not  real)  are  small  or  irrelevant.  Such  users,  however,  are  not 
committed  to  the  VA  system  and  would  tend  to  use  non-VA  hospitals  for  inpatient 
care  because  there  the  perceived  quality  differences  become  important  and  insur- 
ance tends  to  be  more  complete.  Given  the  choice  of  all-VA  or  none,  they  are  likely 
to  choose  none  (they  are  also  likely  to  find  this  forced  choice  hiehly  unpleasant).  On 
the  other  extreme  are  veterans  who  would  prefer  to  use  only  VA  services,  particu- 
larly expensive  inpatient  services.  Occasionally,  they  may  use  non-VA  providers  for 
outpatient  services  because  it  would  take  hinVher  too  long  to  get  to  the  VA  facility 
or  to  get  an  appointment.  Assuming  that  they  would  continue  to  use  the  VA  even 
with  universal  insurance  coverage,  as  discussed  in  my  testimony,  and  assuming  ac- 
cess time  would  be  reduced  with  a  defined  population,  they  would  find  it  easy  to 
make  the  decision  to  enroll. 

Empirical  estimates  could  be  made  of  what  proportion  of  current  demand  is  ac- 
counted for  by  each  type  of  beneficiary.  The  Survey  of  Veterans  could  be  used  for 
a  quick  estimate;  a  more  careful  study  would  probably  involve  using  the  VA  utiliza- 
tion files.  Annual  utilization  files  could  be  created  by  combining  the  outpatient  and 
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inpatient  utilization  for  each  eligible  veteran.  By  inputting  standard  costs  for  each 
service  these  could  be  summarized  as  {uinual  expenditure  Ales.  Then  we  could  ex- 
amine the  distribution  of  expenditures  for  different  veterans.  We  are  likely  to  find 
a  reasonably  consistent  pattern  that  distinguishes  low  from  high  VA  users.  A  more 
complex  study,  combining  Medicare  and  VA  data  would  have  to  be  used  to  estimate 
what  additional  demand  would  be  generated  through  the  enrollment  of  type  two 
users. 

I  would  guess  that  the  net  impact  of  an  enrollment  requirement  would  turn  out 
to  be  relatively  small  for  inpatient  care,  and  probably  larger  for  outpatient  care.  The 
big  caveat  in  this  entire  analysis  is  the  nature  of  the  long-term  care  benefit  the  VA 
would  offer.  If  the  benefit  would  effectively  ensure  a  bed  in  a  VA  nursing  home  for 
enrollees,  and  if  enrollment  would  be  performed  annually,  then  eligible  veterans 
might  defer  enrollment  until  they  saw  the  immediate  need  for  nursing  home  care. 
The  increased  census  at  VA  nursing  homes  would,  in  turn,  result  in  an  increase  in 
demand  for  inpatient  services,  when  these  veterans  become  acutely  ill.  On  the  other 
hand,  the  knowledge  that  they  are  likely  to  enroll  in  the  long  run  to  use  the  nursing 
home  benefit  may  encourage  fiiem  to  enroll  earlier. 

Question  2.  To  what  extent  would  demand  for  VA  care  be  affected  by  the  availabil- 
ity or  lack  of  availability  of  VA  care  for  a  veteran's  family  members? 

Answer.  I  am  not  aware  of  any  studies  on  the  subject. 

Question  3.  If  a  long-term  care  benefit  were  incorporated  into  the  President's  plan, 
what  factors  are  most  likely  to  influence  veterans  to  use  that  benefit  rather  than 
the  VA  long-term  care  services? 

Answer.  I  am  far  from  an  expert  on  long-term  care,  but  it  is  my  impression  that 
the  biggest  issues  there,  both  in  the  VA  and  non-VA  sectors,  are  constrained  capac- 
ity for  nursing  home  services  and  restricted  coverage  for  home  health  care.  Presum- 
ably the  factors  that  would  have  the  largest  impact  are  the  copayment  requirements 
and  their  relationship,  if  any,  with  beneficiary  incomes  and  assets. 

Question  4.  What  could  the  VA  health  care  system  do  to  be  more  competitive  or 
attractive  to  potential  veteran  customers? 

Answer.  This  is  an  enormous  topic  (an  assertion  that  would  be  confirmed,  I  am 
sure,  from  the  budget  management  consultants  would  quote  if  asked  to  answer  it). 
I  can  only  give  you  some  non-expert  impressions.  First,  it  is  important  to  stress  that 
despite  its  size,  the  VA  svstem  does  not  provide  convenient  access  to  many  veterans. 
Travel  distances  to  the  VA  are  much,  much  longer  than  to  those  that  are  typical 
for  non-VA  hospital  users;  so  there  is  a  built-in  tendency  to  use  the  typically  closer 
non-VA  hospital  (171  VA  vs.  5,500  non-VA  hospitals).  As  I  testified,  many  studies 
have  shown  that  the  most  important  factor  in  hospital  choice  is  travel  distance. 

There  may  also  be,  in  some  places  at  least,  a  perceived  quality  difference.  This 
may  be  driven  by  lower  amenity  levels,  such  as  older  buildings  and  fewer  hi^  tech 
services,  or  by  inferior  outcomes.  If  these  are  only  "perceived"  quality  difierences, 
then  the  VA  would  do  well  in  a  competitive  environment  that  assesses  quality  based 
upon  standard  outcome  measures. 

Last,  and  far  from  least,  is  the  issue  of  relative  efficiency.  The  VA  would  have 
to  develop  the  kind  of  reporting,  costing  and  incentive  systems  that  other  hospital 
chains  have,  staff  their  organization  with  employees  with  the  needed  skills  and  atti- 
tudes, and  delegate  far  greater  authority  to  local  managers.  Such  a  change  is  a  tall 
order  in  a  system  which  has  grown  up  in  a  bureaucratic  environment,  dedicated  to 
achieving  political  (even  if  in  the  best  sense  of  the  word)  objectives.  Still  the  knowl- 
edge that  you  will  hang  in  morning  does  concentrate  the  mind,  so  given  the  proper 
legislative  mandate  and  exposed  to  market  risk  who  knows  what  may  happen. 
Needless  to  say,  there  may  be  drastic  reductions  in  staffing  levels  at  some  facilities. 
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PREPARED  STATEMENT  OF  CHAIRMAN  JOHN  D.  ROCKEFELLER  IV 

Good  morning.  This  hearing  is  the  third  in  a  series  our  Committee  is  holding  on 
the  roles  of  the  VA  health  care  system  as  we  go  forward  with  national  health  care 
reform.  And,  indeed,  as  I  have  said  many  times  before,  we  must  go  forward.  The 
American  people  cannot  wait  any  longer. 

A  few  weeks  ago  I  went  to  the  White  House,  along  with  Secretary  Brown,  Chair- 
man Montgomery,  and  the  National  Commanders  and  Executive  Directors  of  the 
veterans  service  organizations  represented  here  today  to  make  sure  that  the  Presi- 
dent's plan  will  benefit  our  nation's  veterans.  We  received  great  encouragement 
from  the  First  Lady.  She  assured  us  that  veterans  will  be  involved  in  the  discus- 
sions about  the  President's  plan. 

The  First  Ladv  further  assured  us  that  the  President  is  committed  to  preserving 
and  improving  the  VA  health  care  system.  We  need  not  fear  that  the  President  win 
seek  to  dismantle  a  system  vital  to  our  nation's  overall  health  care  effort.  But  nei- 
ther should  we  think  that  we  can  sit  idle  at  the  sidelines. 

As  all  of  us  know,  the  VA  health  care  system  is  in  crisis.  Chronic  budget  shortfalls 
have  forced  most  VA  facilities  to  cut  staff,  curtail  services,  and  delay  purchasing  re- 
placement medical  equipment  and  maintenance  projects.  Many  veterans,  like  many 
other  Americans,  cannot  obtain  the  care  they  need,  especially  preventive  and  long- 
term  care. 

National  health  care  reform  provides  a  tremendous  opportunity  to  address  these 
and  other  serious  concerns  about  the  VA  health  ctire  system.  This  is  our  best  chance 
to  make  the  changes  necessary  to  strengthen  and  preserve  a  VA  system  that  meets 
veterans'  needs  now  and  in  the  century  to  come. 

As  the  President  proceeds  to  develop  a  concrete  plan  of  action,  I  am  working  hard 
to  ensure  that  all  tne  important  questions  about  VA  have  been  asked  and  that  all 
groups  concerned  have  a  chance  to  answer  them.  Only  then  will  we  have  solutions 
that  really  work  for  our  veterans. 

At  the  first  hearing  in  this  series,  the  Committee  heard  from  outside  experts 
about  the  many  contributions  VA  currently  makes  to  health  care  in  the  United 
States  and  the  roles  it  could  play  in  the  future.  Our  second  hearing  explored  in 
greater  depth  two  issues  critical  to  VA's  future;  namely,  the  impact  of  national 
health  care  reform  on  veterans'  demand  for  VA  care  and  whether  VA's  costs  are 
competitive  with  those  of  non-VA  facilities  and  providers.  I  learned  an  enormous 
amount  at  those  hearings  and  I  believe  other  Committee  members  did  as  well. 

Today  the  Committee  will  hear  from  VA's  consumers  and  providers.  Our  first 
panel  is  made  up  of  representatives  of  veterans  service  organizations.  The  second 

{)anel  consists  of  health  care  providers  who  have  first  hand  knowledge  of  the  chal- 
enges  VA  employees  encounter  in  meeting  veterans'  health  care  needs.  I  am  de- 
lighted to  have  our  panelists  with  us  today  and  look  forward  to  hearing  their  testi- 
mony. 


PREPARED  STATEMENT  OF  SENATOR  FRANK  H.  MURKOWSKI 

Thank  you.  Chairman  Rockefeller,  for  scheduling  this  hearing,  which  is  the  third 
in  a  series  of  hearings  by  this  Committee  on  the  topic  of  VA's  potential  role  in  na- 
tional health-care  reforms.  I  am  very  pleased  that  you  have  brought  your  leadership 
to  this  challenge — one  that  is  so  critical  to  all  of  us. 

I  have  reviewed  the  formal  statements  of  our  witnesses  for  today's  hearings,  and 
I  look  forward  to  reviewing  the  record  of  their  personal  remarks  as  well.  I  want  the 
record  to  reflect  that  I  am  very  interested  in  today's  proceedings  and  will  closely 
study  the  official  transcript. 

First  of  all,  I  want  to  commend  you,  Mr.  Chairman,  for  your  concern  on  the  topic 
of  funding  for  VA  Medical  and  Prosthetic  Research.  As  a  result  of  valuable  testi- 
mony we  heard  from  former  VA  Chief  Medical  Director  Don  Custis  at  our  most  re- 
cent hearing,  you  and  have  signed  a  joint  letter  to  Senator  Barbara  Mikulski,  Chair- 
woman of  the  VA,  HUD  and  Independent  Agencies  Appropriations  Subcommittee. 
Our  letter  requested  that  the  Subcommittee  find  means  to  restore  fair  funding  to 
the  VA  Research  and  Development  account  in  order  that  VA  can  continue  to  make 
significant  contributions  to  basic-sciences  and  applied-biomedical  research.  A  strong 
and  robust  VA  research  program  enables  veterans  to  continue  to  receive  high  qual- 
ity care,  provided  by  VA  clinicians  engaged  in  rewarding  VA  research  and  develop- 
ment opportunities.  I  hope  and  trust  that  Chairwoman  Nukulski  and  other  Members 
of  the  Appropriations  Subcommittee  will  find  a  way  to  replace  the  $26  million  that 
the  President  has  proposed  in  reductions  to  the  account  in  Fiscal  Year  1994.  I  ask 
that  our  letter,  which  is  appended  to  this  statement,  be  made  a  part  of  the  record 
of  today's  hearing. 
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Mr.  Chairman,  our  concern  today — ^VA's  role  in  health  reform — is  both  important 
and  quite  timely.  Just  two  weeks  ago,  First  Lady  Hillary  Rodham  Clinton  was  in 
the  news,  having  been  interviewed  by  the  Associated  Press  prior  to  her  visit  to  an 
Indian  Health  Service  facility  in  Montana.  Mrs.  Clinton  told  the  AP  that  one  of  the 
options  that  the  Administration  is  considering  in  formulating  national  health  re- 
forms is  to  enable  more  of  our  citizens  to  utilize  the  existing  Federal  systems  that 
are  maintained  in  rursi  areas.  Lakely  such  additional  use  would  occur  in  facilities 
operated  by  the  IHS,  VA  and  Public  "Health  Service,  but  it  could  also  affect  health- 
care facUities  of  the  Army,  Navy  and  Air  Force. 

No  additional  details  about  this  idea  have  come  forth  since  Mrs.  Clinton  gave  the 
AP  her  views,  and  no  further  announcements  have  been  made. 

I  am  reserving  judgment  on  the  implications  of  the  First  Lady's  statements  to  the 
press,  and  I  await  the  President's  task  force  proposal  to  see  how — or  to  what  ex- 
tent— the  continuing  Federal  investments  in  direct  health-care  deliveiv  of  more  than 
$36  billion  annually  will  be  incorporated.  I  am  encouraged,  based  on  the  First 
Lady's  remarks  to  the  AP,  that  at  least  VA  and  other  Federal  programs  will  not 
be  ignored  while  everything  around  them  is  subject  to  significant  reforms. 

I  want  to  recognize  two  of  our  witnesses  at  today's  hearing:  Mr.  Tom  Kotheimer, 
PA.,  of  Orlando,  Florida,  representing  the  American  Academy  of  Physicians  Assist- 
ants, and  Ms.  Louise  Stephens,  R.N.,  of  the  Nursing  Organization  of  Veterans  Af- 
fairs. Mr.  Chairman,  in  my  home  state  of  Alaska,  pnysicians  assistants  and  nurse 
practitioners  play  a  vital  role  in  delivering  health  care,  oarticularly  in  rural  and  re- 
mote areas.  In  a  number  of  communities  these  dedicatea  professionals  represent  the 
only  health-care  resource  for  thousands  of  rural  residents,  across  literally  hundreds 
of  miles  of  territory.  Thus,  I,  and  other  members  of  this  Committee  from  rural 
States,  are  very  interested  in  the  role  of  non-physician  practitioners  in  the  reforms 
that  we  will  debate  in  Congress  this  year.  I  want  to  do  everything  in  my  power  to 
see  to  it  that  we  fully  utilize  the  expertise  and  contribution  of  non-physician  practi- 
tioners— the  real  stalwarts  and  badcbone  of  rural  health  care — and  I  know  that  a 
number  of  my  colleagues  share  my  views. 

Finally,  I  want  to  recognize  our  other  witness  panel,  Mr.  Chairman.  The  veterans 
sendee  organizations— DAV,  VFW,  American  Legion,  AMVETS,  PVA,  WA— and  all 
the  others,  too,  will  become  a  critical  link  to  any  reforms  that  touch  VA  health-care 
programs  as  we  have  known  them.  Should  we  propose  to  reform  the  eligibility  sys- 
tem, they  will  be  involved.  If  we  change  the  nature  of  the  services  or  expand  the 
number  of  people  eligible  for  care,  they  will  be  consulted.  If  we  consolidate,  mer^e 
or  take  other  organizational  actions  for  greater  efliciency  or  effectiveness,  they  will 
be  our  partners.  In  fact,  I  think  that  it  should  be  noted  that  nothing  will  change 
unless  we  have  the  veterans  groups — hopefully  united — ^behind  us,  and  in  support 
of  positive  change.  I  want  that  kind  of  participation  and  working  partnership  with 
veterans. 

Thank  you  again  for  scheduling  this  hearing,  Mr.  Chairman.  I  look  forward  to  to- 
day's discussions  and  to  further  hearings  on  tms  most  important  topic. 


United  States  Senate, 
CoMMirrEE  ON  Veterans'  Affairs, 

Washington.  DC.  Apnl  21,  1993. 

Hon.  Barbara  A.  Mikulski, 

Chair.  Subcommittee  on  VA.  HUD,  and  Independent  Agencies.  Committee  on  Appro- 
priations, United  States  Senate.  Washington,  D.C. 

Dear  Barbara:  As  Chairman  and  Ranking  Minority  Member  of  the  Committee 
on  Veterans'  Affairs,  we  are  deeply  concemecf  about  the  President's  proposal  to  re- 
duce funding  in  FY  1994  for  the  Department  of  Veterans  Affairs'  medical  and  pros- 
thetics research  account  by  $26  million.  We  urge  that  your  Subcommittee  not  agree 
to  this  reduction.  Other  Members  of  our  Committee,  and  indeed,  we  believe  tnMiy 
of  our  colleagues  on  both  sides  of  the  aisle,  agree  that  this  11  percent  cut  from  FY 
1993  would  significantly  jeopardize  a  program  of  vital  importance  to  our  nation's 
veterans. 

As  your  staff  knows,  on  Wednesday,  April  14,  1993,  senior  members  of  the  Com- 
mittee's majority  and  minority  staffs  visited  the  Baltimore,  Maryland  VA  Medical 
Center  and  were  very  impressed  with  the  caliber  of  health  care  research  being  car- 
ried out  there.  The  cut  in  research  funding  as  projposed  in  the  President's  budget 
would  make  it  extremely  diflicult  for  the  Baltimore  VAMC  and  other  VAMCs  to  con- 
tinue these  outstanding  programs.  VA  officials  estimate  that  the  proposed  cut  would 
not  only  prevent  them  from  funding  any  new  research  projects  in  FY  1994,  but 
would  also  force  them  to  curtail  funding  for  many  important  ongoing  projects. 
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This  cut  in  funding  would  also  exacerbate  the  problems  VA  faces  in  recruiting  and 
retaining  higjily  qualified  physicians.  Many  physicians  choose  work  for  VA  because 
of  the  research  opportunities  available  to  them.  Moreover,  without  access  to  VA  re- 
search funds  for  preliminary  studies,  VA  physicians  may  find  it  more  difficult  to 
compete  with  other  researchers  for  funding  from  the  National  Institutes  of  Health 
and  other  sources.  The  quality  of  care  VA  provides  to  veterans  would  diminish  if 
talented,  research-oriented  physicians  leave  VA  for  more  attractive  opportunities  at 
other  institutions. 

A  cut  in  VA  funding  for  health  care  research  would  affect  veterans  and  non- 
veterans  alike.  Over  the  years,  VA  researchers  have  made  many  outstanding  con- 
tributions to  medical  science.  A  recent  example  is  a  study  of  the  efficacy  of  various 
drugs  used  to  treat  hypertension,  the  results  of  which  were  published  m  the  April 
1,  1993,  issue  of  the  "New  England  Journal  of  Medicine.  That  study,  fianded 
through  VA's  cooperative  studies  program,  involved  1,300  veterans  at  15  VAMCs 
across  the  nation.  Because  of  its  unique  capacity  to  carry  out  lai^e-scale,  multi-site 
studies  of  this  type,  VA  plays  a  leading  role  in  identifying  cost-effective  treatment 
regimens  and  modalities  of  care,  something  that  will  become  increasingly  important 
as  our  nation  goes  forward  with  national  health  care  reform.  However,  without  suffi- 
cient fiinding,  VA's  capacity  to  carry  out  this  vital  work  will  be  severely  diminished. 

Barbara,  as  your  Subcommittee  proceeds  to  develop  the  Senate  VA,  HUD,  and 
Independent  Agencies  appropriations  bill  for  FY  1994,  we  urge  you  to  restore  fund- 
ing for  the  VA  research  account  to  at  least  the  FY  1993  level.  The  $26  million  need- 
ed to  achieve  this  goal  is  a  small  amount  of  money  relative  to  VA's  total  budget, 
but  one  which  clearly  will  benefit  programs  fianded  throu^  this  account.  We  stand 
ready  to  work  with  you  in  identifjring  sources  for  this  funding  effort. 
Sincerely, 

Frank  H.  Murkowski,  John  D.  Rockefeller  IV, 

Ranking  Minority  Member  Chairman 


The  White  House, 
Office  of  the  Press  Secretary, 

April  16.  1993. 

Telephone  Interview  of  the  First  Lady  With  Montana  Reporters 
9:10  A.M.  EDT 

THE  FIRST  LADY:  Good  morning.  This  is  Hillary  Clinton.  Thank  you  all  for  join- 
ing me.  I  am  very  excited  about  coming  to  Montana  with  Congressman  Williams 
and  Senator  Baucus  on  Friday  night  and  Saturday.  And  I  think  it's  so  important 
to  stress  the  kinds  of  health  care  issues  that  are  particularly  important  to  citizens 
in  Montana.  When  the  President  established  this  Task  Force  on  National  Health 
Car  Reform,  he  made  it  clear  that  he  wanted  everybody's  needs  included  and,  since 
he  is  from  a  rural  state,  understands  how  important  it  is  that  any  system  that  we 
come  up  with  include  a  good,  comprehensive  outreach  and  support  for  people  who 
live  in  rural  areas. 

This  Friday  I  will  be  in  Billings  to  join  tribal  leaders  for  a  discussion  of  Native 
American  health  care  at  5:00  p.m.  at  the  YWCA  on  Wyoming  Street.  And  then  fol- 
lowing that  discussion  I  will  be  meeting  with  rural  health  care  providers  to  talk 
about  health  care  concerns  in  rural  America. 

On  Saturday  I  will  be  in  Great  Falls  attending  the  Montana  Citizens  Health 
Group  meeting  at  West  Elementary  School  from  8:00  a.m.  to  10:00  a.m.  And  I'm- 
very  interested  in  learning  about  their  suggestions  about  how  to  develop  a  com- 
prehensive health  care  reform  proposal  that  would  work  for  Montana. 

I  think  it's  so  important  to  stress  the  three  main  points  that  have  to  be  covered. 
We  need  to  have  a  nealth  ceire  system  that  maintains  quality  and  choice  for  Ameri- 
cans, which  includes  all  Americans  and  which  controls  costs.  And  in  rural  areas  I 
believe  that  we  will  be  better  able  to  link  rural  Americans  to  better  medical  serv- 
ices. We  will  be  able  to  do  away  with  the  inequities  that  exist  in  rural  America  be- 
cause of  the  difTerentials  in  insurance  coverage  both  from  the  private  sector  and  the 
government.  And  I  think  that  the  kind  of  stable  health  care  base  that  we  will  estab- 
lish will  give  a  boost  to  rural  economies. 

Tm  also  very  concerned  that  Indian  health  concerns  be  represented  and  they  are. 
In  addition  to  representation  from  the  Indian  Health  Service  on  the  task  force,  there 
are  native  American  doctors  and  nurses  and  others  who  are  involved  in  helping  to 
determine  the  very  best  ways  to  provide  the  kind  of  health  care  that  all  Indian  peo- 
ple living  in  both  rural  and  urban  areas  need  to  have.  So  we  are  very  hopeful  that 
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„  the  kinds  of  benefits  that  the  IHS  has  tried  to  provide  in  some  areas  will 
)e  able  to  be  provided  to  all  wherever  they  may  live. 

So,  as  I  say,  I'm  veiy  excited.  I've  been  to  Montana  before  as  a  vacationer  and 
a  visitor  and  rm  very  excited  about  coming  back  to  your  beautiful  state. 

Q:  Mrs.  Clinton,  one  of  the  concerns  that  we  have  here  in  the  rural  states  is — 
I  think  one  thing  that  has  really  hurt  us  here  is  the  move  by  doctors,  it  seems,  to 
specialize.  There  s  a  lot  of  specialized  medicine  out  there  right  now  which  has  really 
hurt  small  towns  particularly  in  need  of  general  practitioners,  the  so-called  family 
doctor,  if  you  will.  Are  there  provisions  in  the  plan  you're  putting  together  that 
would  encourage  more  doctors  to  go  into  actual  family  practice  as  opposed  to  special- 
ized medicine  to  help  rural  areas  out? 

MRS.  CLINTON:  Yes,  Ken,  and  that's  a  very  important  point.  You  know,  we  have 
such  a  mismatch  now  between  specialists  and  general  and  primary  physicians.  In 
fact,  70  per  cent  of  our  physicians  are  specialists  and  only  30  percent  are  primary 
and  preventive  and  that  needs  to  be  reversed.  Your  neighbor  to  the  north,  Canada, 
has  tne  reversed  ratio.  And  what  we  are  going  to  be  doing  is  changing  the  incentives 
that  exist  in  our  current  fiinding  of  medical  education  that  has  moved  a  lot  of  people 
into  specialties. 

I  have  to  confess  I  did  not  know  until  I  started  working  on  health  care  that  the 
Medicare  system  has  subsidized  subspecialists  over  the  last  years,  and,  of  course, 
we've  gotten  what  we've  paid  for.  And  we  need  to  change  those  incentives.  We  need 
more  people  to  go  into  primary  and  preventive  health  care.  We  need  to  revitalize 
the  health  service  corps  so  that  more  people  are  willing  to  g:o  into  rural  areas  and 
provide  primary  and  preventive  care  and  that  will  be  a  major  emphasis  of  health 
care  reform. 

Q:  Mrs.  Clinton,  one  of  the  basic  concepts  of  the  plan  coming  out  is  managed  com- 

Bitition.  Groups  of  doctors  and  hospitals  competing  to  provide  medical  services, 
ere  in  the  rural  areas,  I'm  sure  you're  well  aware,  there  is  very  little  competition 
in  certain  sectors.  How  is  the  approach  going  to  handle  that  situation? 

MRS.  CLINTON:  Well,  the  task  force  is  going  to  be  recommending  to  the  Presi- 
dent an  approach  that  really  borrows  from  a  lot  of  different  health  care  reform 
plans,  Ron,  because  no  one  specific  approach  will  work  everywhere.  As  you  point 
out,  where  there  isn't  competition  you  can't  manage  it.  It's  like  managing  the  air. 
It's  not  there.  You  have  to  nave  a  mix  of  the  services  that  Americans  should  be  able 
to  rely  on. 

The  number  one  issue  facing  us  is  the  security  of  health  care  for  aU  Americans. 
So  what  we're  looking  at  in  rural  areas  is  making  sure  that  any  group  of  physicians 
or  any  other  health  care  providing  network,  whether  it  is  organized  in  an  urban 
area  or  whether  it  is  supervised  by  the  state,  will  have  to  also  provide  services  in 
rural  areas  as  well  as  in  poor  urban  areas. 

We're  not  going  to  let  people  only  serve  those  patients  who  are  affluent  or  who 
are  well  organized  to  start  with.  And  I  think  you  will  find  when  we  come  forward 
with  our  plan  that  it  will  be  a  mix  of  the  public  health  system  where  it  is  necessary, 
including  public  health  clinics  run  by  the  Indian  Health  Services.  It  will  be  using 
the  best  of  the  existing  kind  of  organized  networks  and  it  will  maintain  a  fee  for 
service  networks  so  that  people  will  never  be  forced  to  use  a  doctor  that  they  don't 
choose  to  use. 

So  it's  going  to  be  a  mixed  system,  and  there's  not  going  to  be  any  one  system 
of  a  cookie-cutter  model  that  we're  going  to  try  to  impose  on  the  country.  That 
would  never  work. 

Q:  When  IHS  was  formed  in  1959,  it  was  seen  as  a  model  for  community  health 
care  with  a  diverse  team  of  professionals  working  together  under  one  administration 
to  provide  care  to  a  defined  population.  How  do  you  view  IHS  now  and  is  it  still 
a  model  for  health  care  management? 

MRS.  CLINTON:  Well,  I  think  that  IHS,  like  a  lot  of  programs— the  community 
health  centers,  the  community  mental  health  centers,  the  VA  system — a  lot  of  pro- 
grams that  the  government  has  run  have  done  an  excellent  job  in  many  ways.  They 
nave  been  able  to  provide  services  to  populations  and  in  regions  of  the  country  that 
were  underserved  and  would  have  remained  underserved. 

But  there's  always  room  for  improvement.  And  what  we're  hoping  is  that,  building 
on  the  concept  behind  IHS  clinics  and,  frankly,  the  reality  in  many  instances  where 
the  IHS  clinics  really  have  lived  iip  to  their  full  potential,  that  we  11  be  able  to  build 
on  the  best  of  that  model,  but  well  also  be  able  to  provide  some  incentives  for  some 
changes  that  will  make  the  deliveiy  of  services  better,  and  even  look  at  some  wavs 
of  making  those  clinics  available  to  all  citizens  so  that  there's  an  opportunity  for 
everyone  to  take  advantage  in  isolated  areas  of  any  kind  of  medical  service  that  is 
there. 
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So  we're  looking  at  some  alternatives.  We're  consulting  closely  with  representa- 
tives of  tribal  leaders  from  around  the  country.  And  I  think  that  what  we  propose 
will  be  favorably  received. 

Q:  The  federal  government  doesnt  have  a  great  track  record  on  efficiency,  and  Fm 
wondering  how  you're  going  to  monitor  that  or  how  you're  going  to  improve  on  what 
will  turn  into  be  probably  a  pretty  massive  business. 

MRS.  CLINTON:  Well,  Michael,  I  think  that  nobody  has  a  good  track  record  when 
it  comes  to  health  care  costs.  Whether  you're  looking  at  private  or  public  sector, 
we've  had  costs  exploding  and  we  sure  haven't  done  as  good  a  job  as  otner  countries 
have  in  covering  everybody  and  keeping  costs  down.  So  you  have  to  be  very  careful 
in  designing  a  system  that  will  try  to  maximize  efficienaes  from  the  very  beginning 
by  requiring  accountability  and  by  retaining  some  competition. 

One  of  the  reasons  the  President  has  advocated  retaining  competition  is  that  he 
does  want  there  to  be  some  alternative  to  just  government  programs.  But  I  also 
think  that  in  many  instances  the  government  programs  have  been  put  into  very  dif- 
ficult positions  because  they've  had  to  serve  the  most  difficult  populations  in  the 
most  inaccessible  areas,  often  who  are  impoverished  with  a  lot  of  nealth  problems 
as  a  result.  And  on  a  fair  comparison,  I  think  that  many  of  those  institutions  and 
certainly  the  providers  in  them  nave  done  a  very  good  job. 

So  what  we  have  to  figure  out  is  how  do  we  control  costs  in  the  private  sector 
and  the  public  sector  at  the  same  time.  Because  one  of  the  things  that  has  hap- 
pened, for  example,  in  the  Medicare  system  is  Medicare  has  done  a  pretty  good  job 
m  some  respects  in  the  last  several  years  controlling  Medicare  costs.  But  the  result 
has  been  in  rural  areas  that  a  lot  of  physicians  don't  want  to  take  many  Medicare 
patients  anymore  because  they  don't  get  paid  as  much  as  they  get  paid  from  private 
insurance. 

So  the  problem  is  not  in  health  care  just  in  the  public  sector,  and  we're  going  to 
have  to  have  a  comprehensive  solution  if  we're  going  to  control  costs  and  make  our 
system  more  efficient  for  everybody. 

So  I  really  appreciate  talking  to  you  this  morning.  And  I  hope  I  get  a  chance  to 
meet  some  of  you  when  I'm  in  Montana  Friday  and  Saturday. 

Thank  you.  Bye-eye. 


PREPARED  STATEMENT  OF  SENATOR  STROM  THURMOND 

Mr.  Chairman,  it  is  a  pleasure  to  be  here  today  to  receive  testimony  from  Veter- 
ans and  health  professionals  on  the  present  and  future  role  of  the  Department  of 
Veterans  Affairs  health  care  system.  I  want  to  commend  you,  Mr.  Chairman,  and 
the  distinguished  ranking  minority  member.  Senator  Murkowski,  for  scheduling  this 
hearing  on  these  important  issues.  I  would  also  like  to  welcome  our  distinguished 
panels.  This  committee  appreciates  your  dedication  to  aU  Veterans  and  we  value  the 
contribution  of  your  knowledge  and  expertise. 

The  provision  of  quality  health  care  to  the  Veterans  of  this  country  has  always 
been  a  matter  of  great  concern  to  me.  As  we  consider  possible  outcomes  of  national 
health  care  reform,  and  the  potential  effects  on  the  demand  for  VA  health  care  serv- 
ices, we  must  give  proper  consideration  to  the  unique  needs  of  Veterans. 

As  the  Nation's  largest  health  care  system,  there  is  no  question  that  the  VA  sys- 
tem will  be  impacted  by  health  care  reform.  As  the  Committee  charged  with  over- 
sight of  the  delivery  of  health  care  to  our  veterans,  we  must  ensure  that  the  men 
and  women  who  serve  this  country  are  provided  with  the  levels  of  care  they  need 
and  deserve,  within  the  limitations  of  the  budget. 

Mr.  Chairman,  an  issue  closely  related  to  the  provision  of  patient  care  is  that  of 
medical  research.  A  healthy  VA  research  program  is  a  critical  aspect  of  VA  Hospital 
affiliations  with  University  medical  schools.  The  medical  research  program  is  one 
of  the  key  elements  in  recruiting  and  retaining  talented  physicians.  VA  research  fo- 
cuses on  finding  ways  to  address  unique  health  care  problems  of  Veterans.  Through 
its  research  program,  methods  have  been  developed  for  providing  care  in  a  more  efu- 
cient  and  economic  manner.  As  we  consider  the  present  and  future  role  of  the  veter- 
ans' health  care  system,  we  must  not  forget  the  vital  role  the  research  program  has 
in  that  system. 

Mr.  Chairman,  I  am  concerned  about  proposed  reductions  in  funding  for  VA  re- 
search and  the  resulting  impact  on  patient  care.  The  ultimate  objective  is  the  provi- 
sion of  quality  health  care  at  the  lowest  possible  cost.  Yet  we  are  all  aware  that 
the  Congress  also  must  wei^  the  competing  demands  on  limited  Federal  resources. 

This  hearing  today  will  provide  us  with  valuable  insight  on  what  role  the  VA 
health  care  system  may  play  in  overall  health  care  delivery  and  cost  factors  which 
must  be  considered. 
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Mr.  Chairman,  I  look  forward  to  reviewing  the  testimony. 


PREPARED  STATEMENT  OF  SENATOR  ALAN  K.  SIMPSON 

Mr.  Chairman,  I  wish  to  thank  you  for  calling  this  hearing  today  regarding  the 
present  and  fijture  role  of  the  Department  of  Veterans  Affairs  m  our  national  health 
care  system. 

I  welcome  the  panel  of  witnesses  of  health  care  professionals  and  veterans  who 
all  have  bountiful  knowledge  regarding  the  VA  health  care  system's  contributions 
to  health  care  in  our  Nation. 

Our  Nation  surely  faces  a  Herculean  challenge  and  a  possible  crisis  in  health  care 
today  with  an  $800  billion  price  tag  and  a  system  that  is  taxed  to  the  extreme  limit. 

TTtie  quandary  we  face — as  a  Nation — is  which  way  do  we  turn?  Where  do  we  go 
for  the  difficult  answers  that  we  must  so  urgently  provide  regarding  our  Natiorfs 
health  care  system? 

I — for  one — trust  that  we  can  look  to  the  VA  health  care  system  for  some  of  those 
answers.  We  can  look  to  the  VA  in  it's  past,  present  and  future  forms  as  one  system 
that  enables  us  to  learn. 

This  is  not  to  say  that  the  Department  of  Veterans  Affairs  and  the  VA  system 
of  health  care  has  been  perfect  and  error-free. 

It  does,  however,  acknowledge  that  the  VA  has  provided  a  fiill  continuum  of  care 
since  the  1930s  and  it  has  done  a  splendid  job  of  taking  care  of  this  Nation's  veter- 
ans. 

Is  there  room  for  improvement?  You  bet.  Is  there  room  for  increased  utilization 
of  VA  hospitals?  Sure,  there  is.  But,  how  do  we  combine  those  needs  with  an  ever 
tightening  fiscal  belt? 

That  wUl  be  the  true  solution  and  the  tough  challenge  to  solving  this  national  pre- 
dicament. 

At  the  same  time,  we  must  also  recognize  the  many  contributions,  the  different 
roles,  the  possible  repercussions,  the  various  functions  and  the  separate  issues  re- 
garding VA  and  national  health  care  reform. 

I  agree,  the  VA  system  must  be  a  part  of  any  debate  on  national  health  care  re- 
form. But,  I  also  believe  in  innovative  ideas  that  combine  already-existing  resources 
to  tackle  our  health  care  problems. 

I  do  not  believe  we  have  to  "reinvent  the  wheel"  when  it  comes  to  national  health 
care  reform.  I  do  believe  we  can  greatly  improve  our  health  care  system — possibly 
using  the  current  VA  system  as  a  basis  to  start  from. 

This  may  imply  increased  sharing  agreements  such  as  those  that  are  currently 
conducted  by  the  Department  of  Defense  and  the  Department  of  Veterans  Affairs 
along  with  other  agencies. 

This  could  also  include  increased  sharing  resources  among  different  organizations 
and  other  imaginative  ideas  that  would  save  money  while  serving  our  people. 

We  must  keep  all  possibilities  open  to  debate.  No  one  thou^t  or  idea  should  be 
attacked  as  a  dastardly  ploy  to  destroy  the  VA— by  the  Congress  or  by  any  other 
group  simply  because  it  is  unpopular. 

We  must  face  the  difficult  facts  and  debate  the  possible  virtues  that  surely  exist 
in  a  thoughtful,  weU-defined  solution  to  this  current  situation  which  we  find  our- 
selves in. 

I  do  look  forward  to  working  with  all  groups  to  find  a  comprehensive,  compas- 
sionate, fiscally-correct  resolution  to  this  debate  regarding  national  health  care  re- 
form. 


PREPARED  STATEMENT  OF  MICHAEL  F.  BRINCK,  NATIONAL  LEGISLATIVE 
DIRECTOR,  AMVETS 

Mr.  Chairman,  thank  you  for  inviting  AMVETS  to  testify  on  what  we  consider  the 
keystone  of  VA  benefits. 

Today,  we  will  discuss  the  broad  policy  options  available  for  veterans  healthcare 
in  the  coming  national  reform.  Obviously,  detailed  discussions  of  the  interface  be- 
tween VA  and  the  national  health  system  will  depend  largely  on  the  fmal  design 
of  the  larger  national  system.  But  there  are  certain  principles  upon  which  veterans 
health  care  must  be  founded. 

The  first  principle  is  that  of  fairness;  those  who  now  receive  free  health  care  (the 
Category  A  veteran)  should  continue  to  receive  healthcare  at  no  cost.  The  FY  94 
Independent  Budget  for  the  Department  of  Veterans  Affairs  detail  what  the  endors- 
ers recommend  as  the  core  group  of  entitled  veterans  under  entitlement  reform. 
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Briefly,  it  i?  the  current  Category  A  veterans  plus  those  who  are  or  become  uninsur- 
able and  finally,  catastrophically  injured  veterans. 

Tlie  second  principle  is  that  of  priority/preference.  AMVETS  believes  that  veter- 
ans should  receive  preferential  access  to  health  care.  Preferential  access  can  be  de- 
fined as  direct  access  to  a  veteran-uniqrue  treatment  system  (as  partially  accom- 
plished by  the  current  VA  healthcare  eligibility  system),  or  favorable  tax  or  pre- 
mium rates  available  only  to  veterans.  President  Clinton  has  stated  on  many  occa- 
sions that  he  favors  a  national  system  based  on  managed  competition.  Therefore, 
we  would  like  to  discuss  how  VA  would  play  a  part  in  a  nominal  national  system 
of  managed  care. 

The  managed  care  model  features  healthcare  coverage  buying  groups,  a  national 
health  boarcfthat  would  define  a  basic  benefits  package  and  certify  qualifying  pro- 
viders, qualified  insurance  companies  that  would  compete  for  buying  group  busi- 
ness, possible  tax  incentives  to  tnose  participating  in  the  program  and  increased  em- 
phasis on  preventive  care,  education  and  research. 

This  model  offers  several  ways  for  veterans  to  obtain  preferential  access  to  care. 
One  option  would  be  to  offer  all  veterans  the  opportunity  to  join  a  veterans-only 
buyer^s  group  for  whom  the  federal  government  would  contract  for  care.  Those  who 
now  receive  nree"  care  would  be  covered  at  no  charge  when  care  is  obtained  through 
the  VA  or  a  VA-contracted  provider.  The  range  of  care  would  include  lonff-term  care. 
To  encourage  entitled  veterans  to  use  VA  facilities,  co-payments  could  be  required 
for  those  seeking  care  at  non-contract  private  providers. 

The  balance  of  the  veterans  community — generally  non  service-connected  veterans 
would  pay  rates  subsidized  by  the  government  to  offer  low  cost  premiums  for  those 
choosing  to  participate.  To  comply  with  the  first  two  principles,  the  basic  package 
of  benefits  for  all  veterans  would  exceed  that  offered  to  the  general  public  and  would 
include  long-term  care. 

To  help  fund  the  VA  medical  system,  a  portion  of  all  premiums  paid  by  veterans 
should  be  rebated  by  the  insurers  and  earmariced  for  the  VA  medical  system.  VA 
should  be  reimbursed  by  the  insurers  for  services  rendered  within  the  VA  system. 

Mr.  Chairman,  as  you  know,  the  demographics  for  the  veteran  population  show 
several  trends;  the  advancing  age  of  the  veteran  population,  a  decline  in  total  num- 
bers— assuming  no  future  need  for  large  forces  due  to  conflict,  a  shift  in  the  popu- 
lation to  the  sunbelt,  and  finally  the  large  increase  in  the  percentage  of  elderly  vet- 
erans living  in  sunbelt  states. 

AMVETS'  national  resolutions  support  retaining  the  VA  system  as  a  stand  alone 
healthcare  asset  dedicated  solely  to  the  treatment  of  veterans.  With  some  excep- 
tions, such  as  sharing  agreements  and  treatment  of  the  blind  and  those  with  spinal 
chord  injuries,  AMVETS  opposes  opening  the  system  to  non-veterans  until  all  veter- 
ans have  preferential  access  to  treatment. 

That  does  not  mean  that  we  see  the  VA  system  as  static.  Quite  the  contraiy. 
There  is  no  magic  in  the  number  171 — maybe  the  right  number  at  some  point  will 
be  200,  maybe  135.  As  the  veterans  population  changes,  we  support  mission  changes 
at  existing  facilities,  regional  centers  of  excellence,  relocation  or  existing  facilities  or 
acquisition  of  new  units  to  serve  the  greatest  number  of  veterans  and  increased 
sharing  of  resources.  The  system  must  be  dynamic — ^because  it  is  the  very  static  na- 
ture of  the  system  that  has  brought  the  VA  to  the  present  crisis.  Change  will  be 
the  order  of  the  day  and  veterans,  the  VA  and  the  Congress  must  face  up  to  the 
fact  that  business  as  usual  is  the  surest  ticket  to  losing  this  most  precious 
healthcare  asset. 

VA  health  care  facilities  can  no  longer  afford  to  be  all  things  to  all  veterans.  Mis- 
sion changes  that,  while  reducing  the  scope  of  services  at  some  facilities,  will  offer 
increased  quality  within  the  regional  system.  The  efficiencies  of  the  regional  system 
should  in  turn  provide  savings  that  will  enable  VA  to  service  a  larger  number  of 
veterans  than  are  now  seen  in  the  system.  Regional  healthcare  networks  appear  to 
offer  the  greatest  bang  for  the  buck.  But  to  make  the  regional  concept  work,  each 
VAMC,  its  satellite  clinics  and  private  sector  healthcare  providers  should  coordinate 
referrals  within  the  VA  system.  VA  should  also  expand  the  role  of  the  Vet  Centers 
as  independent,  community-based  centers  for  preventive  medicine  and  basic  out- 
reach services.  It  is  time  to  revitalize  the  Vet  Centers  to  serve  a  larger  portion  of 
the  veteran  population.  Key  to  making  the  regional  system  work,  will  be  flexibility 
at  the  primary  care  level — the  private  sector  must  be  able  to  participate  in  referral. 

This  has  many  implications.  VA  must  provide  a  full  continuum  of  care  on  a  re- 
gional basis  and  locally  where  appropriate.  For  their  part,  veterans  must  be  willing 
to  access  acute  care  at  facilities  that  may  not  be  near  their  home — assuming  VA 
picks  up  the  transportation  costs.  Congress  must  resist  the  political  pressures  to  re- 
tain home  district  facilities  when  the  facts  do  not  support  continuation  of  the  status 
quo.  The  medical  establishment  must  adapt  to  the  change  by  refocusing  its  teaching 


255 

hospitals  towards  preventive  care,  gerontology  and  other  areas  that  will  be  in  high 
demand. 

The  third  principle  is  that  of  quality.  AMVETS  defines  quality  medical  care  as 
that  which  provides  timely  access,  competent  treatment,  and  reasonable  surround- 
ings at  a  cost  that  is  reasonable. 

Today,  VA  falls  short  in  timely  access  in  two  categories;  the  excruciatingly  long 
adjudication  process  to  gain  initial  access  and  the  often  long  waits  for  appointments. 

ILack  of  competent  treatment  in  VA  facilities  borders  on  the  apocryphal,  but 
AMVETS  wants  to  go  on  record  that  on  the  whole,  we  consider  VA  treatment  on 
a  par  with  that  available  in  the  private  sector,  and  in  many  specialties  VA  sets  a 
standard  of  exceUence  for  the  rest  of  the  medical  community.  Are  there  instances 
of  mistreatment  and  neglect?  Of  course — ^but  the  compassion  and  technically  excel- 
lent treatment  given  to  tne  vast  majority  of  veterans  is  undeniable. 

There  is  no  doubt  that  VA's  physical  plant  is  aging  at  least  as  fast  as  its  patients. 
AMVETS  commends  the  president  for  requesting  stimulus  funds  that  would  elimi- 
nate about  a  quarter  of  VA's  non-recurring  maintenance  backlog.  While  it  is  possible 
to  point  to  a  few  projects  that  may  seem  inappropriate,  the  package  taken  as  a 
whole  will  improve  the  safety  and  habitability  of  VA  facilities.  If  given  the  schedul- 
ing flexibility  to  commit  these  extra  resources,  AMVETS  is  confident  Secretary 
Brown  will  spend  the  money  wisely. 

VA's  construction  program  begs  the  question  of  whether  it  will  be  necessary  to 
build  new  facilities  following  implementation  of  national  healthcare  reform.  Obvi- 
ously, the  policies  adopted  under  national  health  care  will  impact  on  construction 
requirements.  But  assuming  an  inte^ated  national  network  composed  of  private, 
local  public  and  federal  health  facilities  that  is  needs-based  in  its  implementation, 
some  new  facilities  will  undoubtedly  be  needed.  AMVETS  totally  supports  the  poli- 
cies of  enhanced  use  and  short-term  leasing  as  viable  alternatives  to  major  new  con- 
struction where  appropriate.  At  a  time  when  change  may  become  the  order  of  the 
day,  such  policies  will  enable  VA  to  continue  to  offer  an  expanding  range  of  services 
through  sharing  with  the  community  and  region,  while  retaining  its  independence 
as  a  veterans  asset. 

Keep  in  mind  the  demographic  changes  mentioned  earlier.  Are  local  communities 
able  to  absorb  the  largest  numbers  of  older  veterans?  Is  it  fair  to  expect  the  tax- 
payers of  a  few  states  to  bear  this  portion  of  the  cost  of  national  defense?  Of  course 
not. 

Therefore  AMVETS  recommends  that  veterans  healthcare  be  financed  on  a  fed- 
eral basis  tmd  implemented  locally  in  the  most  cost  effective  manner  with  veterans 
participating  as  mentioned  earlier.  That  will  mean  a  mix  of  public  and  private  pro- 
viders and  facilities.  That  means  that  VA  facilities  may  need  to  be  built  to  accommo- 
date care  entitlements.  Most  importantly,  it  means  that  everyone  involved  in  VA 
healthcare  must  be  willing  to  keep  those  three  basic  principles  in  mind  as  we  work 
out  the  details  of  VA's  place  in  the  national  system. 

Mr.  Chairman,  that  concludes  our  statement. 


PREPARED  STATEMENT  OF  FRANK  C.  BUXTON,  DEPUTY  DIRECTOR,  NA- 
TIONAL VETERANS  AFFAIRS  AND  REHABILITATION  COMMISSION,  THE 
AMERICAN  LEGION 

Good  Morning  Mr.  Chairman  and  Members  of  the  Committee. 

It  is  a  pleasure  to  appear  before  you  to  offer  the  position  of  The  American  Legion 
on  the  subject  of  the  Department  of  Veterans  Affairs  (DVA)  medical  care  delivery 
system's  role  in  national  nealth  care  reform. 

Mr.  Chairman,  the  Legion  firmly  believes  that  the  Department  of  Veterans  Affairs 
health  care  delivery  system  can  and  must  continue  to  exist  in  any  future  national 
health  care  environment.  Events  regarding  national  health  care  reform  are  rapidly 
unfolding,  the  issue  of  eligibility  for  VA  care  is  being  studied,  appropriations  nego- 
tiations are  in  progress  and  VA's  National  Health  Care  Plan  is  about  to  be  unveiled. 
Each  of  these  important  changes  could  be  pivotal  to  definition  of  the  role  of  VA  in 
health  care  in  this  country,  but  none  will  deter  the  steadfast  resolve  in  this  nation 
to  care  for  our  sick  and  disabled  veteran  patients. 

There  is  presently  a  great  deal  of  discussion  regarding  the  impact  of  global  budg- 
eting and  spending  caps  on  health  care  costs.  There  are  those  who  would  say  that 
such  caps  on  spending  would  drive  aggregate  health  care  costs  down  and  reduce  the 
percentage  of  the  Gross  Domestic  Product  which  is  devoted  to  health  care.  Mr. 
Chairman,  the  Veterans  Health  Administration  has  operated  under  a  global  budget-, 
ing  scenario  for  years.  Such  dollar  constraints  do  force  the  system  to  become  more 
efficient  and  create  increased  accountability  for  those  who  fiscally  plan  for  veteran 
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patient  care.  But,  to  accomplish  this,  comers  must  be  cut  and  funds  from  other  med- 
ical programs  are  cannibalized.  The  ultimate  result  is  that  which  would  occur  in  the 
private  sector  as  well  .  .  .  rationing  of  care.  Fewer  and  fewer  veterans  are  being 
treated  in  the  VA  while,  for  a  variety  of  reasons,  the  costs  of  that  care  continue  to 
escalate.  Any  health  ctire  reform  package  which  would  encompass  global  budgeting 
and  price  caps  would  allow  the  VA  to  operate  at  something  of  an  advantage  but, 
unfortunately,  would  perpetuate  the  rationing  of  care  and  reduction  of  the  popu- 
lation of  veterans  served  u  quality  is  not  to  sufler. 

The  role  of  the  Veterans  Health  Administration  under  a  managed  competition  sce- 
nario of  national  health  care  reform  is  less  clearlv  defined  because  of  our  inability 
to  determine  the  final  form  sudi  a  plan  would  take.  Be  that  as  it  may,  Mr.  Chair- 
man, we  believe  that  VA,  given  free  rein  as  far  as  their  internal  reform  is  concerned, 
could  fare  well  under  managed  competition.  Several  mitigating  factors  must  be 
clearly  understood.  First,  a  major  portion  of  the  costs  of  VA  health  care  are  based 
upon  care  mandated  by  law  to  certain  groups  of  veterans  such  as  those  with  service- 
connected  disabilities,  those  exposed  to  herbicides  and  ionizing  radiation,  those  too 
poor  to  pay  for  their  care  and  others.  Since  the  care  for  these  deserving  veterans 
IS  mandated  by  law,  it  must  remain  available  and  those  costs  cannot  he  factored 
into  a  competitive  package  cost.  Secondly,  some  of  the  cost  of  care  in  the  VA  is  that 
created  by  the  delivery  of  long-term  care.  Since  it  appears  that  long-term  care  may 
not  be  a  portion  of  the  basic  benefits  package  whicn  will  be  the  basis  for  competi- 
tion, the  VA  must  separate  out  those  costs  as  well.  If  the  health  care  playing  neld 
is  level,  there  is  no  doubt  that  VA  could  create  a  package  of  benefits  which  would 
allow  it  to  be  a  strong  competitor  for  veteran  patients  at  the  local  level.  It  must  also 
be  understood  that  tne  playing  field  would  not  be  level  if  the  restrictions  of  con- 
voluted eligibility  and  the  existing  prohibition  against  the  collection  of  Medicare  re- 
imbursement were  allowed  to  limit  the  VA's  abihty  to  compete. 

Mr.  Chairman,  The  American  Legion  believes  that  a  plan  to  afford  universal  ac- 
cess to  health  care  under  reform  would  impact  upon  the  VA  in  several  ways.  If 
health  care  consumers  were  to  have  their  health  care  vouchered  under  a  universal 
access  plan,  some  veterans  might  move  to  the  private  sector  for  their  care.  These 
moves  could  be  counter-productive  for  several  reasons.  In  regard  to  keeping  costs 
down,  the  private  sector  has  never  been  proven  to  be  able  to  deliver  quality  care 
at  a  cost  equal  to  or  lower  than  that  delivered  by  VA.  Thus,  any  mass  move  could 
increase  ratner  than  decrease  costs  nationwide. 

On  the  other  side  of  the  coin,  many  veteran  beneficiaries  who  had  not  previously 
taken  advantage  of  VA  health  care,  might  move  to  the  VA  for  their  care  simply  be- 
cause the  idea  of  getting  quality  care  at  less  cost  may  be  an  attractive  option.  The 
unknown  in  the  voucher  equation  is  the  number  of  veterans  who  would,  taking  ad- 
vantage of  their  opportunity  for  choice,  pick  one  or  the  other  option. 

As  a  word  of  caution,  however,  one  could  look  to  the  Canadian  experience  in  re- 
gard to  veteran  health  care  under  universal  access,  and  the  presumption  that  veter- 
ans, service-connected  disabled  or  not,  did  not  deserve  or  require  a  dedicated  care 
system  allowed  the  complete  dissolution  of  Canada's  veterans  health  care  system. 

Mr.  Chairman,  under  an  insurance  based  reform,  the  VA  could  optimize  their 
services  if  all  insurers,  public  and  private,  were  mandated  to  reimburse  the  VA  on 
a  negotiated  or  a  usual  and  customary  charge  basis.  This  would  include  such  pro- 
grams as  Medicare  and  would  apply  to  care  rendered  to  the  discretionary  group  of 
veteran  patients. 

Regardless  of  what  form  a  new  national  health  care  deliveiy  mechanism  takes, 
it  is  important,  we  think,  to  remember  that  the  Department  of  Veterans  Affairs  has 
over  60  years  of  experience  in  delivering  health  care  nationally.  In  that  time,  VA 
has  learned  some  important  lessons. 

The  doctors  and  hospitals  in  the  VA  system  have  made  some  serious  mistakes, 
to  be  sure,  but  they  have  also  made  some  remarkable  scientific  discoveries  which 
have  benefited  all  Americans.  VA's  experience  has  shown  us  the  difference  between 
delivering  health  care  based  on  need,  and  bringing  that  care  that  is  based  on  re- 
sources. We  will  tell  you  that  health  care  that  is  dnven  by  money  can  be  very  poor 
health  care.  If  VA  has  taught  us  anything,  it  is  that  fact. 

Given  a  chance  to  compete  for  health  care  dollars  from  all  veterans,  VA  can  flour- 
ish. And,  with  VA  healthy,  we  are  certain  that  the  rest  of  the  medical  community 
will  be  healthy,  too. 

Mr.  Chairman,  we  believe  that  the  Department  of  Veterans  Affairs'  health  care 
system  could  act  as  a  model  for  national  health  care  reform,  in  particular,  after  eli- 

S'bility  reform  is  achieved.  The  VA  has  a  proven  track  record  in  the  ability  to  de- 
/er  quality  health  care  at  a  cost  well  below  that  of  the  private  sector.  Recent  stud- 
ies have  demonstrated  that  health  care  of  equal  quality  can  be  delivered  by  the  VA 
at  costs  which  are  20  to  40  percent  lower  than  that  dehvered  by  aflUiated  university 
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hospitals.  Any  plan  to  reform  the  nation's  health  care  delivery  system  should  utiUze 
the  cost-containment  experience  of  the  Veterans  Health  Administration. 
Mr.  Chairman,  that  concludes  our  statement. 


PREPARED  STATEMENT  OF  DENNIS  M.  CULLINAN,  DEPUTY  DIRECTOR,  NA- 
TIONAL LEGISLATIVE  SERVICE,  VETERANS  OF  FOREIGN  WARS  OF  THE 
UNITED  STATES 

Mr.  ChjBdrman  and  members  of  the  Committee,  on  behalf  of  the  2.2  million  mem- 
bers of  the  Veterans  of  Foreign  Wars  of  the  United  Sates  I  wish  to  thank  you  for 
inviting  us  to  participate  in  today's  most  important  hearing.  Through  the  years  the 
VA  health  care  system  has  been  of  profound  importance  to  veterans  throughout  the 
nation.  In  carrying  out  this  nation's  obligation  to  care  for  her  military  veterans  in 
their  time  of  need,  the  VA  health  care  svstem  has  also  proven  to  be  of  great  service 
to  all  Americans.  VA  contributions  in  the  areas  of  meoical  research  and  education 
have  been  instrumental  in  making  overall  American  health  care  and  science  the 
best  in  the  world.  Further,  in  caring  for  medically  indigent  veterans  in  a  highly  cost 
effective  manner,  VA  has  reduced  the  burden  which  would  have  been  placed  on 
Medicaid  as  well  as  other  federally  funded  social  services.  The  savings  accrue  to 
benefit  the  American  taxpayer.  In  our  view,  there  can  be  no  doubt  that  the  VA 
health  care  system  should  be  a  critical  and  integral  part  of  any  national  health  care 
delivery  system.  The  VFW  is  highly  gratified  in  being  provided  this  opportunity  to 
help  to  more  precisely  delineate  the  role  of  the  VA  hedth  care  system  in  this  regard. 

It  is  now  acknowledged  by  many  that  the  problems  associated  with  skyrocketing 
health  care  costs  and  the  consequent  lack  of  accessibility  for  individuals  throu^out 
the  nation  have  reached  crisis  proportions.  Health  care  reform  is  viewed  by  many 
as  being  both  an  urgent  human  priority  and  an  economic  necessity.  By  1994  there 
will  be  40  million  uninsured  m  the  United  States  with  another  22  million 
underinsured.  Millions  of  Americans  throughout  the  country  are  now  demanding  in- 
creased access  to  what  is  clearly  the  finest  health  care  in  the  world. 

While  the  VFW  is,  of  course,  supportive  of  a  national  health  care  system  which 
would  provide  a  comprehensive  benefits  package  for  all  Americans,  we  are  adamant 
that  the  VA  health  care  system  remain  dedicated  to  America's  veterans.  The  VFW 
believes  that  within  the  context  of  national  health  reform  the  VA  should  remain  a 
separate,  independent  and  exclusive  health  care  option  for  veterans.  Rather  than 
trying  to  assimilate  the  VA  system  into  a  national  health  care  configuration,  we  be- 
lieve that  it  is  best  to  buUd  upon  VA's  strengths  and  construct  a  national  health 
care  system  around  VA.  In  this  way  VA  would  serve  as  the  anchor  of  a  national 
health  care  system  and,  in  fact,  constitute  it's  crown  jewel. 

The  VFW  acknowledges  that  in  certain  aspects  the  VA  system  as  we  know  it 
today  may  have  to  be  modified  somewhat  in  order  to  better  serve  veterans  and  to 
better  fit  the  parameters  of  a  national  health  care  system.  The  VFW  recognises  that 
the  present  configuration  of  VA  medical  assets  do  not  take  fully  into  account  the 
current  demographical  picture  of  the  nation  in  terms  of  where  the  majority  of  its 
potential  veteran  patients  are  located.  We  are  confident,  however,  that  through  the 
modification  of  how  and  where  VA  operates  and  of  the  health  care  modalities  it  pro- 
vides, VA  will  be  better  able  to  meet  the  demands  of  a  growing  universe  of  veteran 
patients.  The  VFW  is  committed  to  the  concept  and  the  reality  of  VA  providing  the 
oest  possible  care  to  veterans  in  accordance  with  state  of  the  art  medical  practices 
and  procedures,  and  we  are  certainly  not  tied  to  a  particular  physical  configuration. 
VA  snould  be  allowed  and  encouraged  to  reconfigure  itself  into  a  viable  health  care 
delivery  system  which  is  more  available  to  its  patients  through  such  things  as  more 
mobile  clinics,  smaller  hospitals,  more  out-patient  clinics,  and  screening  units.  In 
this  way  the  veterans'  health  care  system  will  be  better  able  to  care  for  those  to 
whom  it  is  dedicated  and  serve  as  the  guiding  star  by  which  the  voyage  to  effective 
national  health  care  reform  may  be  accomplished. 

It  is  now  apparent  that  national  health  care  reform  in  this  country  is  to  be  pur- 
sued in  accordance  with  the  "managed  competition"  model,  and  the  VFW  is  con- 
fident that,  given  certain  resources,  the  VA  health  care  system  wiU  be  able  to  com- 
pete very  effectively  within  this  environment.  We  point  to  studies  which  show  that 
VA  already  provides  quality  health  care  at  less  cost  than  is  currently  available  in 
the  nation's  community  hospitals.  Provided  with  the  oroper  resources,  and  allowed 
to  build  upon  its  already  considerable  strengths,  the  VA  health  care  system  will  cer- 
tainly become  the  "HMO"  of  choice  for  America's  veterans. 

But  having  likened  the  veterans'  health  care  system  to  a  for-profit  HMO,  we  must 
reaffirm  our  conviction  that  the  VA  has  always  been  and  should  continue  to  be 
something  far  more  than  just  another  business  oriented  health  care  provider.  The 
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mission  of  the  VA  health  care  system  is  basically  four  fold:  First  and  foremost  is 
medical  care  for  veterans;  Second,  is  education;  Third,  is  research,  and  Fourth  is 
back-up  of  the  DOD  health  care  system  during  time  of  war  or  national  emergency. 
There  must  be  no  change  in  the  mission  of  the  VA  health  care  system  since  its  con- 
tinued operation  is  not  onlv  vital  for  veterans  and  beneficial  to  all  Americans,  but 
also  uniqnie  and  irreplaceable  with  respect  to  the  areas  of  education,  research  and 
DOD  back-up. 

Just  to  briefly  illustrate  this  case,  it  must  be  remembered  that  over  half  of  the 
physicians  in  this  nation  have  received  some  or  all  of  their  training/education 
through  the  VA  medical  system.  Further,  VA  research  and  development  in  such 
areas  as  those  affecting  the  blind  or  deaf,  spinal  cord-disabled,  and  individuals  need- 
ing prosthetics  and/or  suffering  from  traumatic  injuries  is  without  equal.  These  ad- 
vancements would  never  have  occurred  within  the  private  sector.  Finally,  the  VA 
health  care  system  provides  a  physical  plant  as  well  as  reservoir  of  trained  health 
care  professionals  in  its  capacity  of  backmg-up  the  DOD  svstem  while  serving  veter- 
ans tnat  would  simply  not  be  otherwise  available.  The  VA  is  a  vital  national  re- 
source which  must  oe  both  strengthened  and  preserved.  Whether  national  health 
care  reform  is  achieved  or  not,  there  is  no  adequate  replacement  for  VA. 

We  believe  that  in  order  for  VA  to  continue  to  be  able  to  serve  America's  veterans 
as  well  as  serving  as  the  guide  and  focal  point  of  national  health  care  reform  certain 
criteria  must  be  met.  We  oelieve  foremost  that  VA  should  be  established  as  the  pri- 
mary provider  of  health  care  for  America's  veterans.  Critical  to  this  end  is  reforming 
VA's  current  eligibility  standards  for  health  care — they  must  be  changed  so  that  all 
service-connected  emd  indigent  veterans  are  mandated  care  by  VA  and  all  other  vet- 
erans are  mandated  access  to  care.  Within  this  framework,  as  more  and  more  veter- 
ans are  drawn  into  the  VA  health  care  system — their  provider  of  choice — it  is  essen- 
tial that  VA  be  allowed  to  retain  at  least  a  portion  oi  its  third-partyr  collections  (be 
they  federal  dollars  such  as  Medicaid  or  from  private  insurers)  without  offset  from 
its  annual  appropriations.  Of  course,  the  transfer  of  funds  from  other  federal  agen- 
cies and  dep{irtments  to  VA  must  still  be  provided  for  under  law.  This  will  aUow 
VA  to  provide  for  the  needs  of  an  increasing  number  of  veteran  patients  and  prop- 
erly iuuill  its  role  as  a  component  of  a  national  health-care  system. 

With  respect  to  the  issue  of  funding  for  VA,  it  is  our  position  that  regardless  of 
the  form  any  national  health  care  system  assumes,  VA  must  retain  its  exclusive  ap- 
propriations support.  As  was  indicated  earlier,  VA  has  always  been,  and  should  al- 
ways be,  far  more  than  just  another  health  care  provider.  In  meeting  this  nation's 
moral  and  legal  obligation  to  care  for  those  who  nave  often  sacrificed  so  much  on 
behalf  of  the  national  good,  VA  is  providing  service  and  knowledge  to  the  nation  of 


incalculable  value,  going  far  beyond  what  may  described  in  dollars  and  cents  alone. 
This  value,  this  good  which  flows  to  veterans  and  non-veterans  alike,  may  only  by 
sustained  by  providing  VA  with  a  sufficient  annual  appropriation. 

It  is  the  belief  of  the  Veterans  of  Foreign  Wars  tnat  the  VA  health  care  system 
should  serve  as  a  contributing  partner  and  model  for  the  future.  Through  sustaining 
and  improving  the  VA  health  care  system,  all  Americans  wUl  benefit. 

Mr.  Chairman,  this  concludes  my  statement.  Once  again,  I  wish  to  thank  you  on 
behalf  of  the  entire  membershio  of  the  Veterans  of  Foreign  Wars  and  its  Ladies 
Auxiliary  for  including  us  in  today's  most  important  hearing.  Germane  resolutions 
are  appended  to  this  statement  and  I  would  be  pleased  to  respond  to  any  questions 
you  may  have. 


Resolution  No.  624 
full  approprution  support  for  va  medical  care 

WHEREAS,  a  succession  of  laws  enacted  by  the  Congress  have  stipulated  specific 
types  and  levels  of  medical  care  for  certain  classes  of  veterans;  for  example,  those 
who  are  service  connected;  and 

WHEREAS,  there  is  no  binding  language  placing  the  government  in  the  position 
of  obligor  in  terms  of  precise  levels  of  funding  for  this  medical  care  that  it  directs 
to  be  provided;  and 

WHEREAS,  this  circumstance  places  the  Department  of  Veterans  Affairs,  as  the 
agent  for  the  veterans  it  serves,  in  the  position  of  perpetual  supplicant  in  the  matter 
of  obtaining  funds  to  carry  out  its  moral  and  statutory  mandates;  and 

WHEREAS,  this  situation  impacts  adversely  upon  veterans  seeking  medical  care 
under  programs  established  by  the  Congress;  now,  therefore 

BE  IT  RESOLVED,  by  the  93rd  National  Convention  of  the  Veterans  of  Foreign 
Wars  of  the  United  States,  that  the  obligation  and  requirement  to  adequately  fund 
veterans  health  care  shall  be  acknowledged  and  properly  met  through  appropria- 
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tions  actions  which  provide  requisite  funding  to  support  all  veterans  medical  serv- 
ices and  programs  authorized  by  the  Congress. 

Adopted  by  the  93rd  National  Convention  of  the  Veterans  of  Foreign  Wars  of  the 
United  States,  held  in  Indianapolis,  Indiana,  August  14-21,  1992. 


Resolution  No.  651 
OPPOSE  non-veteran  access  to  va  health  care 

WHEREAS,  from  time  to  time  the  health  care  delivery  system  of  the  Department 
of  Veterans  Affairs  is  subject  to  both  internal  and  external  review  in  an  effort  to 
determine  the  best  mix  of  physical  plant  and  staffing  needed  to  meet  the  needs  of 
those  of  our  veterans  entitled  to  VA  health  care;  and 

WHEREAS,  as  consumer  advocates  for  veterans,  we  have  a  proprietary  interest 
in  the  continuation  of  VA  as  a  cabinet  entity  devoted  to  the  administration  of  enti- 
tlements exclusively  for  veterans,  who  have  been  designated  as  a  unique  class  of 
citizens  based  upon  service  to  the  nation;  and 

WHEREAS,  the  continued  need  for  a  specific  health  care  system  designed  to  ac- 
comimodate  veterans  of  past  and  regretfully  future  wars;  and 

WHEREAS,  there  seems  to  be  a  never  ending  supply  of  suggestions  that  VA 
health  care  delivery  be  significantly  altered  by  the  inclusion  of  non-veterans  in  the 
ostensible  hope  that  this  would  generate  an  infusion  of  outside  funding  for  the  VA; 
now,  therefore 

BE  IT  RESOLVED,  by  the  93rd  National  Convention  of  the  Veterans  of  Foreign 
Wars  of  the  United  States,  that  we  urge  the  Congress  to  reject  any  proposals  to  di- 
lute or  change  the  historical  mission  of  the  VA  by  accepting  non-veterans  into  its 
care;  and 

BE  IT  FURTHER  RESOLVED,  that  we  remind  both  the  Congress  and  the  Admin- 
istration of  their  collective  commitment  these  many  years  to  fund  programs  provid- 
ing high  quality  medical  care  to  veterans  entitled  to  same  by  reason  of  their  prior 
service  to  the  nation. 

Adopted  by  the  93rd  National  Convention  of  the  Veterans  of  Foreign  Wars  of  the 
United  States,  held  in  Indianapolis,  Indiana,  August  14-21,  1992. 


Resolution  No.  650 
national  health  care  impact  on  va 

WHEREAS,  the  Department  of  Veterans  Affairs  is  responsible  for  the  health  care 
of  veterans  of  the  Armed  Forces  of  the  United  States;  and 

WHEREAS,  the  VA  hospitals  and  medical  care  facilities  have  been  providing  this 
health  care  for  sixty  years;  and 

WHEREAS,  the  veterans  of  this  country  deserve  to  be  treated  as  special  cases 
with  special  treatment  for  the  entitlements  that  they  have  earned  through  their 
military  service;  and 

WHEREAS,  there  is  an  increasing  demand  by  the  electorate  of  the  United  States 
that  some  sort  of  federal  health  care  be  provided  for  all  residents  of  the  United 
States;  and 

WHEREAS,  there  has  been  introduced  in  the  102nd  Congress  national  health  care 
proposals  which  would  eliminate  the  veterans  health  care  system;  and 

WHEREAS,  we  believe  that  all  Americans  should  have  access  to  health  care,  and 
we  are  not  opposed  to  a  universal  health  care  proposal  that  would  provide  this  serv- 
ice, if  it  in  no  way  undermines  or  diminishes  the  VA  health  care  system's  historical 
role  of  caring  for  veterans;  now,  therefore 

BE  IT  RESOLVED,  by  the  93rd  National  Convention  of  the  Veterans  of  Foreign 
Wars  of  the  United  States,  that  we  oppose  any  national  health  care  bill  that  would 
reduce  or  abolish  the  VA  health  care  system. 

Adopted  by  the  93rd  National  Convention  of  the  Veterans  of  Foreign  Wars  of  the 
United  States,  held  in  Indianapolis,  Indiana,  August  14-21,  1992. 
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PREPARED  STATEMENT  OF  PAUL  S.  EGAN,  EXECUTIVE  DIRECTOR. 
VIETNAM  VETERANS  OF  AMERICA 

Discussion 

Mr.  Chairman  and  members  of  the  Committee,  Vietnam  Veterans  of  America 
(WA)  is  pleased  to  have  the  opportunity  to  present  its  views  on  the  critically  impor- 
tant topic  of  how  Veterans  Aoministration  health  care  can  coexist  in  a  national 
health  environment  in  which  health  care  options  outside  VA  become  available  to 
veterans  currently  dependent  upon  the  VA.  As  the  committee  well  knows,  the  con- 
comitant question  is  what  the  VA  might  be  capable  of  doing  to  attract  veterans  or 
even  others  in  a  national  health  environment  who  currently  use  the  private  sector 
for  meeting  their  health  care  needs. 

To  its  credit,  the  Senate  Committee  on  Veterans'  Affairs  has  already  held  two 
hearings  on  these  general  topics  in  which  expert  academics,  researchers  and  policy 
analysts  have  provided  their  views.  In  the  flrst  Senate  hearing  on  March  5,  1993, 
witnesses  discussed  or  defended  VA's  relationship  to  rural  health  providers  as  well 
as  to  teaching  institutions,  and  made  recommendations  for  improvements  in  these 
relationships.  To  some  extent  the  topic  of  health  care  quality  was  also  discussed. 

TTie  second  hearing  held  on  March  31,  1993,  used  two  panels  of  experts  to  take 
up  the  twin  topics  of  what  influences  national  health  will  nave  on  demand  for  care 
in  the  VA  and  whether  VA  can  ofler  a  health  care  product  of  equal  quality  at  com- 
parable cost  to  that  available  from  non-VA  providers.  For  purposes  of  our  testimony 
at  today's  hearing,  we  begin  with  a  discussion  of  the  themes  emerging  from  testi- 
mony by  the  experts  at  each  of  the  Senate  Committee's  two  previous  hearings.  Hav- 
ing reviewed  the  statements  of  these  earlier  witnesses,  a  variety  of  insights  occur- 
ring to  us  are  appropriate  to  share  today  in  order  to  help  the  committee  sort 
through  the  relevant  issues  at  stake  from  the  standpoint  of  the  veteran  user — both 
current  and  future — of  VA  health  care.  Five  themes  emerge  from  the  previous  hear- 
ings. These  include: 

•  Finding  a  way  to  address  the  health  needs  of  rural  Americans,  veterans 
and  non-veterans  alike,  and  what  role  VA  mi^t  play  in  meeting  rural  health 
needs. 

•  Finding  a  definition  of  quality  that  eqrually  balances  the  biases  and  pref- 
erences of  all  entities  having  a  stake  in  VA  nealth  care. 

•  Identifying  the  most  likely  factors  governing  who  will  elect  to  use  VA  in  a 
national  health  environment,  in  order  to  avoid  wasting  scarce  federal  resources 
on  VA's  health  infrastructure  based  on  erroneous  assumptions. 

•  Identifying  the  specific  investments  that  must  be  made  in  VA  in  order  to 
make  it  attractive  to  current  and  new  populations  of  users  if  it  is  decided  that 
VA  can  or  should  compete  with  non-VA  providers  for  clients  in  a  national  health 
environment. 

•  And  finally,  but  not  least  in  importance,  reaching  a  long  term  consensus 
in  the  Congress  that  can  be  relied  upon  to  yield  the  resources  necessary  to 
maintain  VA's  viability  as  a  health  provider  equal  to  its  mission — ^whatever  that 
mission  is  determined  to  be  in  the  coming  months. 

Rural  Health  Care 

In  testimony  offered  on  March  5,  before  the  Senate  Committee,  Mr.  Bruce 
Behringer  of  the  National  Rural  Health  Association  offered  a  variety  of  suggestions 
designed  to  stren^hen  relationships  between  VA  and  rural  providers.  Perfiaps  most 
importantly  Behnnger  challenged  the  committee  to  find  a  way  to  avoid  rural  veter- 
ans losing  "the  avaUabUity  to  their  existing  benefits  while  finding  ways  to  improve 
their  access  to  services  closer  to  home." 

A  specific  model  for  developing  a  relationship  between  VA  as  a  parent  facility 
with  rural  or  remote  providers  is  cited  in  the  March  5,  testimony  of  Dr.  Kenneth 
Shine,  M.D.,  of  the  National  Academy  of  Sciences.  Dr.  Shine  refers  to  the  establish- 
ment of  an  outpatient  facility  in  Bakersfield,  California  which  is  located  between 
50-60  miles  north  of  the  Sepulveda  VA  Medical  Center  (VAMC).  In  Dr.  Shine's 
model,  referrals  from  the  primary  provider  at  the  Bakersfield  clinic  are  made  to 
what  Shine  refers  to  as  a  "global  nealth  team"  consisting  of  an  interdisciplinary 
group  of  health  specialists. 

Both  of  these  witnesses  offer  a  hint  of  what  is  ultimately  going  to  have  to  be  cre- 
ated in  VA — a  general  decentralization  not  of  management  controls,  but  of  provider 
networks.  Rursd  health  care  delivery,  if  it  is  to  benefit  equally  from  trends  toward 
primary  and  preventive  care,  must  be  planned,  managed  and  coordinated  in  a  way 
that  casts  the  widest  geographic  net  possible.  For  VA  this  would  constitute  a  major 
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shift  in  emphasis  from  its  currently  well-established  and  highly  centralized  tertiary 
hospital  operations. 

We  surest  moving  forward  with  a  legislated  shift  in  emphasis  in  order  to  assure 
VA's  abijfity  to  sustain  its  relevance  to  modem  trends  in  primary  and  preventive 
care  and  its  ability  to  plav  a  meaningful  role  as  health  care  provider  for  rural  Amer- 
ica. As  part  of  this  shift,  VA  should  borrow  from  and  expand  upon  Dr.  Shine's  model 
by  assembling  what  he  refers  to  as  "global  health  teams"  which  he  notes  are  met 
with  a  "high  degree  of  enthusiasm  .  .  .  among  students,  interns  and  residents." 
These  teams  might  be  used  to  further  enhance  the  availability  of  health  care  provid- 
ers in  rural  or  remote  communities  by  requiring  a  rotation  of  these  students  into 
these  communities. 

Another  suggestion  we  offer  toward  enlarging  the  geographic  net  of  accessible  care 
in  rural  areas  is  to  require  VA  to  invest  much  more  of  its  resources  in  development 
of  mobile  medical  clinics  either  based  from  VA's  own  outpatient  clinics  or  from  exist- 
ing rural  clinics  through  sharing  and  contract  provider  arrangements. 

Defining  Quality 

As  used  in  different  circles  of  those  with  a  stake  in  VA  health  care,  the  term  qual- 
ity has  different  definitions.  Teaching  institutions  affiliated  with  VA  define  quality 
as  the  availability  of  a  wide  variety  of  medical  conditions  suitable  for  training  stu- 
dents. Managers  of  VA  health  care,  who  dread  having  a  highly  publicized  medical 
"misadventure,"  see  quality  as  medical  outcomes  comparable  to  similarly-sized  non- 
VA  health  institutions.  Researchers  think  of  quality  as  the  availability  of  medical 
institutions  sufliciently  cooperative  and  with  a  patient  population  sufficiently  in 
need  to  undergo  experimentation.  For  the  veteran  user  of  the  VA  health  system, 
however,  quality  is  best  defined  as  being  seen  at  appointments  on  time  by  courteous 
and  competent  professionals,  being  subiect  to  a  minimum  of  invasive  procedures  de- 
signed to  satisQ^  teaching  needs  and  oy  being  reasonably  assured  of  a  successful 
medical  outcome  in  any  medical  episode.  It  is  worth  noting  that  D.C.  General  Hos- 
nital  is  affiliated  with  at  least  two  fine  medical  schools  but  no  one  lately  has  been 
neard  to  characterize  the  quality  of  care  at  that  institution  as  anything  but  poor, 
at  least  as  quality  is  understood  by  the  general  public. 

At  the  March  5,  Senate  Committee  hearing,  Jonathan  T.  Lord,  M.D.,  stated  that 
"health  care  quality  has  been  traditionally  measured  by  looking  at  the  technical  out- 
comes of  care.  In  fact,  usually  by  measuring  the  bad  outcomes  of  care.  .  .  .  I  do  not 
believe  that  VHA  provides  a  high  quality  product  as  defined  by  efficiency,  effective- 
ness, accessibility,  satisfaction,  appropriateness  and  other  outcomes  measures.  Ap- 
pljring  a  contemporary  perspective  to  'quality',  VHA  does  not  have  data  that  reflects 
the  value  of  services  provided  or  improvement  in  the  health  status  of  veterans 
served  by  VHA"  (emphasis  added). 

The  consensus  of  veteran  users  of  VA  health  care — right  or  wrong — is  that  quality 
is  deficient.  If  VA  expects  to  improve  its  reputation  and  to  make  itself  attractive 
to  veterans,  it  must  seriously  address  the  issue  of  quality  from  the  perspective  of 
its  consumers.  The  VA  can  ill  afford  to  ignore  any  longer  the  fact  that  the  advent 
of  national  health  care  offers  veterans  currently  dependent  upon  VA  the  first  hope 
of  exercising  choice  in  deciding  where  to  secure  health  care.  Like  other  consumers 
veterans  will  go  for  care  where  they  can  most  conveniently  be  treated  in  a  manner 
meeting  their  expectations  of  quality. 

In  VvA's  view  it  has  always  been  the  veteran  user  that  is  the  most  important 
player  in  VA  health  care.  The  expected  availability  of  the  freedom  to  exercise  choice 
gives  veteran  users  of  the  system  the  keys  to  VA's  future.  Should  their  preferences 
as  consumers  be  misjudged  or  insufficiently  weighed  in  the  policy  decisions  made 
in  the  coming  months,  the  VA's  viability  as  a  permanent  part  of  the  overall  health 
care  landscape  will  become  doubtfiil. 

As  a  step  toward  assuring  quality  in  VA  health  care,  we  propose  a  legislated  man- 
date requiring  VA  to  begin  measuring  quality  using  different  criteria  than  it  has 
in  the  past.  A  scale  must  be  developed  using  equally  weighted  indices  such  as  those 
referred  to  by  Dr.  Lord  in  his  March  5,  testimony. 

Who  Will  Use  VA? 

Later  in  this  testimony  we  detail  our  recommendations  for  who  should  be  served 
by  VA  in  order  to  allow  the  system  to  remain  viable  in  a  national  health  environ- 
ment. Here  we  review  some  of  the  factors  we  believe  will  influence  health  choices 
veterans  wiU  make.  Our  desire  is  to  see  the  system  survive  and  flourish.  Our  fear 
is  that  the  wrong  assumptions  may  be  used  in  assessing  VA's  prospects  for  success 
in  a  competitive  setting  in  which  consumers  will  decide  the  fate  of  a  moribund  sys- 
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tem  insufliciently  willing  to  accept  inevitable  change.  VA  need  not  be  less,  but  it 
most  assuredly  must  be  oifTerent  m  the  future. 

In  order  to  assure  an  orderly  transition,  steps  must  be  taken  immediately  to  legis- 
latively foster  VA's  acceptance  of  the  inevitable.  One  such  step  is  House  Hospitals 
and  Health  Care  Subcommittee  Chairman  J.  Roy  Rowland's  draft  health  legislation, 
requiring  development  of  a  general  mission  review  of  all  VA  Medical  Centers 
(VAMC).  Other  steps,  however,  must  be  resisted.  On  this  matter  we  refer  to  the 
ever-tempting  inclination  in  Congress  to  legislate  major  and  minor  construction 
projects  without  the  benefit  of  an  overall  health  mission  review.  We  urge,  instead, 
that  such  projects  be  placed  on  hold  and  that  these  resources  be  used  to  fund  at 
least  that  part  of  VA's  infrastructure  that  all  or  most  can  agree  will  be  needed  in 
the  future.  A  rural  health  care  network  of  some  design  is  one  such  example. 

ENTITLEMENT  REFORM 

In  testimony  presented  before  the  Senate  Committee  on  March  31,  Dr.  Donald  L. 
Custis  of  the  Paralyzed  Veterans  of  America  (PVA)  made  a  stunning  yet  obvious 
point.  In  discussing  the  burdensome  complexities  of  eligibility  for  care,  comolexities 
that  even  differentiate  between  outpatient  and  inpatient  care  eligibility  for  the  serv- 
ice-disabled, Dr.  Custis  forcefully  argues  for  eligibility  reform,  noting  that  this  can 
now  be  safely  accomplished  in  an  emergent  national  health  environment.  His  point 
is  that  "entitlement  clarification  would  stem  some  of  the  VA  patient  losses  PVA  an- 
ticipates as  a  consequence  of  national  health  care  reform  enactment.  .  .  .  Under  the 
expected  environment  of  universal  health  care  coverage,  VA-based  incentives  should 
balance  those  enticing  the  veteran  into  the  private  sector  for  his  health  care".  This, 
Custis  notes,  is  possible  and  achievable  now  while  it  was  not  politically  feasible  in 
the  past  because  "in  the  past,  the  rationale  for  not  pursuing  meaningful  entitlement 
reform  has  been  the  anticipation  of  consequent  demand  that  could  not  be  met  with 
resources  available". 

If  VA  is  to  compete  with  non-VA  providers  as  a  matter  of  policy,  we  must  agree 
with  PVA's  Dr.  Custis  and  urge  entitlement  reform  as  a  way  of  offering  VA  a  level 
plajring  field  in  the  competition  for  pools  of  potentially  eligible  consumers.  While  we 
caution  the  committee  against  policy  decisions  placing  VA  in  the  unenviable  position 
of  directly  competing  with  non-VA  providers  thou^t  to  offer  better  quality,  we  still 
maintain  at  a  minimum  that  reform  making  eligibility  uncomplicated  will  be  needed 
in  the  process  of  attracting  those  populations  of  veterans  the  VA  can  most  success- 
fully serve. 

MEDICAL  STAFFING  MUST  BE  CAREFULLY  WEIGHED 

On  March  31,  the  Senate  Committee  heard  from  Kerry  E.  Kilpatrick,  Ph.D.,  of 
the  University  of  North  Carolina's  School  of  Public  Health  on  the  topic  of  compari- 
sons of  VA  and  non-VA  staffing  patterns.  His  point  was  that  "for  patients  with  simi- 
lar diagnoses  the  demands  of  care  in  the  VA  are  likely  to  be  hi^er  than  in  the  pri- 
vate sector,  across  all  patients  the  acuity  level  for  pnvate  sector  institutions  would 
typically  be  higher  than  in  the  VA  because  of  the  chronic  nature  of  the  problems 

E resented  by  many  VA  patients.  If  this  is  true,  lower  staffing  levels  in  the  VA  would 
e  expected  and  would  be  consistent  with  efficient  allocations  of  personnel  re- 
sources." 

As  the  committee  proceeds  to  make  decisions  on  the  future  of  VA  health  care,  we 
caution  against  the  temptation  to  justify  short  term  savings  by  pointing  to  such  a 
rationale.  Even  if  he  were  correct  in  suggesting  that  staffing  levels  in  VA  today  are 
appropriate — we  disagree — ^the  stalling  needs  of  VA  in  the  future  will  have  to  be  de- 
cioed  cased  on  those  consumers  the  VA  will  serve.  Future  populations  of  VA  users 
may  have  different  levels  of  need  than  those  VA  users  dependent  upon  the  system 
today.  If,  for  example,  a  decision  is  made  to  position  VA  in  a  competition  for  con- 
sumers in  a  national  health  environment,  VA  will  most  assuredly  need  to  be  pre- 
pared as  a  matter  of  competitive  fairness  to  handle  a  patient  population  equal  in 
acuity  levels  to  those  discussed  by  Kilpatrick  and  found  todav  in  tne  private  sector. 
VA  is  unprepared  for  this  at  the  present  time,  as  even  Kilpatrick  would  have  to 
agree. 

Medical  Staffing  That  Promotes  Quality,  Jobs  for  Veterans  and  Budgetary 

Savings 

Harnessing  the  power  of  consumer  choice  in  the  health  care  marketplace  in  a 
managed  competition  setting  can  be  expected  to  revolutionize  medical  practice  as  it 
is  known  today.  This  type  of  change  is  perhaps  best  anticipated  by  comparing  what 
is  expected  in  health  care  to  what  has  happened  to  the  American  economy  over  the 
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course  of  the  last  15-20  years.  The  watershed  transformation  from  a  heavy  indus- 
trial and  manufacturing  economy  to  a  service  and  information  age  economy  has 
forced  enterprises  big  and  small  to  compete  or  perish.  The  same  will  probably  be 
true  for  some  of  our  most  well-known  and  generally  accepted  tenets  of  medical  prac- 
tice. The  ways  in  which  medical  facilities  are  staffed  today  and  some  of  the  licensure 
requirements  that  have  been  put  in  place  have  acted  to  escalate  costs  and  artifi- 
cially shrink  the  pool  of  available  medical  professionals.  Many  of  these  medical  staff- 
ing practices  must  change  in  the  interest  of  quality,  job  availability  and  cost  sav- 
ings. 

AN  OPERATIONAL  MODEL  IN  BALTIMORE 

We  ofier  to  the  committee  the  example  of  a  program  currently  operating  at  the 
University  of  Maryland  Medical  System  (UMMS)  hospital  in  Baltimore,  Maryland, 
that  can  serve  as  a  model  not  only  for  VA  but  for  the  entire  nation.  The  program 
we  refer  to  involves  just  one  department  in  this  Baltimore  hospital,  but  its  applica- 
tion to  other  departments  and  medical  disciplines  is  obvious. 

This  program  is  a  veterans  hiring  program  that  has  continued  to  develop  and  has 
proven  to  be  a  sound  mechanism  for  employing  veterans  and  building  upon  their 
military  training  not  only  to  provide  the  veteran  with  a  career  path,  but  also  to  pro- 
vide the  hospital  with  an  upwardly  mobile  employee  base  at  considerable  savings. 

The  pilot  program  is  statutorily  protected  in  Maryland  by  an  Internship  Amend- 
ment to  the  Maryland  Respiratory  Care  Practitioner  Licensure  Law  and  also  enjoys 
the  support  of  the  American  Association  for  Respiratory  Care  (AARC).  WA  is  cur- 
rently constructing  a  national  format  for  the  program  and  working  with  the  AARC 
to  provide  statutory  inclusion  in  a  State  Respiratory  Care  Practitioner  Licensure  bill 
for  programs  modeled  after  the  pilot  program  at  UMMS  in  states  across  the  nation. 

The  primary  architect  of  the  program  also  constructed  internal  educational,  train- 
ing and  procedural  formats  geared  toward  upgrading  the  skills  of  veterans  in  the 
program,  as  well  as  of  individuals  who  are  graduates  of  traditional  schools.  Utilizing 
concepts  fostered  by  the  AARC,  the  Joint  Commission  for  the  Accreditation  of 
Health  Care  Organizations,  Peat-Marwick,  and  his  own  internally-developed  con- 
cepts, this  individual  was  able  to  increase  the  efficient  delivery  of  respiratory  care 
services  to  the  patients  at  UMMS,  reduce  misallocation  of  resources,  cut  costs  and 
achieve  improved  patient  outcomes. 

Reducing  the  average  number  of  days  that  critically  ill  patients  spent  on  mechani- 
cal ventilatory  support  in  Intensive  Care  from  a  monthly  average  of  1,450  days  to 
900  days  accounts  for  a  cost  savings  to  the  hospital  of  5  million  dollars  a  year  and 
quite  a  bit  more  than  that  to  third  party  payers.  If  two  thousand  other  facilities  re- 
alized only  half  of  this  cost  containment,  the  figure  on  a  national  basis  would  be 
5  billion  dollars  and,  again,  significantly  more  for  third  party  payers.  From  a  stand- 
point of  budget  constraint,  VA  hospitals  would  also  be  well  advised  to  consider  im- 
plementing similar  training  and  upgrading  formats  for  a  variety  of  care  disciplines. 

While  this  program,  in  and  of  itself,  should  be  receiving  developmental  support 
from  the  Congress,  DOD,  VA  and  DOL  based  on  its  proven  ability  to  provide  em- 
ployment, training  and  career  opportunities  to  veterans,  both  HHS  and  the  Presi- 
dent's Task  Force  on  National  Health  Care  Reform  should  also  be  investigating 
other  clinically  engineered  outgrowths  of  the  program. 

BETTER  USE  OF  PHYSICIANS  ASSISTANTS  AND  NURSE  PRACTITIONERS 

Another  step  that  should  be  taken  in  the  rethinking  of  medical  care  stafling  in- 
volves the  better  use  of  physician's  assistants  and  nurse  practitioners.  These  are 
highly-skilled,  salaried  professionals  who  are  far  less  expensive  than  physicians. 
Greater  use  of  these  professionals  and  better  acceptance  of  them  as  key  health  care 
providers  must  be  seen  as  inevitable.  These  providers  have  an  obvious  potential  role 
to  play  in  rural  health  networks  and  the  importance  of  their  role  in  more  traditional 
institutions,  though  less  obvious,  can  constitute  significant  savings. 

As  we  have  seen  in  the  medical  marketplace,  the  increase  in  the  number  of  doc- 
tors graduating  from  medical  schools  has  had  no  appreciable  effect  on  the  price  of 
services.  Competitive  market  forces  have  been  absent  in  health  care.  There  can  be 
no  other  explanation  for  an  absence  of  downward  pressure  on  costs.  The  only  obvi- 
ous result  of  greater  numbers  of  medical  professionals  is  greater  volume  of  care  de- 
livered typically  on  a  proprietary  basis,  tinder  the  circumstances,  greater  reliance 
on  intermediate  less  costly  care  providers  must  become  one  of  the  new  realities  in 
the  provision  of  health  care  services. 
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CONSISTTENCY  OF  CONGRESSIONAL  SUPPORT 

Not  least  in  importance  in  any  serious  discussion  of  VA's  future  in  a  national 
health  environment  is  the  reliability  of  Congress  in  allocating  resources  consistently, 
and  the  ability  of  Congress  to  carry-out  its  nealth  care  agenda  in  a  way  that  offers 
consistent  policy  for  afl  the  populations  benefiting  from  federal  health  care  support. 

Annual  budget  cycles  have  proven  unreliable.  The  congressional  budgetary  exigen- 
cies of  the  day  are  the  enemy  of  long-term  public  policy  planning  Tor  individual 
health  care  programs.  We  strongly  recommena  a  multi-year  Budget  cycle  for  all  fed- 
erally-supported health  programs.  Only  in  this  way  can  a  measure  of  long-term 
planning  be  brought  to  bear  on  fragile  health  programs  that  tend  to  be  resource  and 
personnel  intensive. 

The  process  of  allocating  resources  in  Congress  is  a  topic  of  discussion  by  mem- 
bers of  the  Joint  Committee  on  Concessional  Reform.  Without  knowing  what  will 
emerge  from  the  deliberations  of  the  Joint  Committee,  we  hope  a  more  reliable  proc- 
ess can  be  devised  and  adopted.  Even  apart  from  health  care  provided  by  VA  and 
the  methods  used  to  allocate  resources  for  VA  health  care,  congressional  processes 
must  be  developed  that  permit  a  closer  relationship  between  policies  approved  by 
Congress  and  tne  appropriations  actually  made  available  to  put  these  policies  in 
place. 

WA's  General  Pocture 

Perhaps  the  most  challenging  issue  facing  the  organized  veterans  community  this 
year  is  the  shape  VA  health  care  will  take  once  some  form  of  national  health  pro- 
gram is  adopted.  The  two  leading  health  reform  designs  are  "managed  competition" 
and  "single  payer"  programs.  Oi  these,  "managed  competition"  is  the  design  Presi- 
dent Clinton  has  embraced. 

In  either  case,  however,  it  is  clear  enough  to  us  that  many  veterans  currently  de- 
pendent upon  the  VA  for  health  care  would  opt  out  of  VA  if  a  more  accessible  option 
with  perceived  higher  quality  were  available.  Using  the  "single  payer"  assumptions 
contamed  last  year  in  former  Representative  Marty  Russo's  (D-IL)  national  health 
bill,  the  GAO  has  estimated  that  50  percent  of  VA's  acute  care  patient  load  would 
be  quickly  lost  to  the  contemplated  new  health  system.  The  Paralyzed  Veterans  of 
America  (PVA)  has  estimated  the  loss  of  VA's  acute  care  load  to  be  a  bit  less.  Even 
though  GAO  used  "single  payer"  assumptions,  it  seems  likely  that  the  estimated 
losses  by  VA  would  be  the  same  even  if^  "managed  competition"  assumptions  were 
used,  b«:ause  access  to  and  perceived  quality  of  care  in  the  private  sector  would  be 
preferable  to  veterans  in  either  model. 

As  nearly  as  we  can  ascertain,  VA's  inpatient  census  on  any  given  day  consists 
of  about  33  percent  who  are  service-disabled  veterans.  About  half  of  these  are  being 
treated  for  non-servioe-related  medical  problems.  The  point  is  that  while  there  are 
suflicient  numbers  of  service-disabled  veterans  to  fill  all  of  VA's  171  hospitals,  those 
with  jobs  and  employer-supplied  health  insurance  have  already  opted  against  VA- 
provided  health  care.  Those  still  usin^  the  VA  do  so  because  they  are  either  so  cata- 
strophically  disabled  that  employability  is  unlikely  or  their  characteristics  parallel 
those  of  the  66  percent  of  VA's  inpatients  who  are  non-service-disabled.  These  char- 
acteristics are  as  follows:  single,  male,  elderly,  poor,  unemployed/underemployed, 
uninsured  or  underinsured.  We  strongly  believe  many  of  those  veterans  currently 
with  no  choice  other  than  VA  would  opt  for  a  private  sector  national  health  provider 
due  to  easier  access  and  perceptions  of  superior  care  quality. 

Risky  Future  for  VA's  Acute  Health  Care  Mission 

As  we  see  it,  the  upcoming  debate  of  national  health  and  the  ensuing  policy  out- 
comes are  frau^t  with  danger  for  the  VA  health  care  system  as  it  is  known  today. 
On  the  other  hand,  if  the  inevitability  of  a  national  health  system  is  accepted  by 
the  VA  and  the  organized  veterans  community  with  a  minimum  of  "turf  protection" 
resistance,  the  choices  that  can  be  made  for  the  future  of  VA  health  care  are  both 
positive  and  consistent  with  VA's  original  mission. 

Many  of  the  available  realistic  choices  for  VA  have  already  been  articulated  by 
PVA  in  their  recent  report,  "Strategy  2000,"  which  represents  the  most  progressive 
and  realistic  thinking  on  VA  health  care  seen  from  the  organized  veterans  commu- 
nity in  recent  memory.  Many  of  PVA's  proposals  should  be  embraced  legislatively 
in  order  to  codify  the  future  role  of  VA  health  care  in  a  national  health  environ- 
ment. 

In  essence,  little  if  anything  can  be  done  to  prevent  VA  in  its  current  configura- 
tion from  instantly  becoming  a  dinosaur  once  a  national  health  program  is  in  place. 
Today,  most  of  VA's  hospitals  and  clinics  are  designed  to  provide  acute  and  tertiary 
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medical  care.  In  order  to  prevent  the  VA  from  becoming  an  expensive  "ghost  town* 
of  a  health  system  as  veterans  opt  for  the  national  option,  the  VA  itself  must  be 
forced  to  accept  the  fact  that  its  current  primary  mission  of  providing  this  type  of 
care  is  no  longer  tenable,  hi  saying  this,  we  harbor  no  desire  to  see  the  VA  health 
system  dismantled.  Instead,  we  strongly  suggest  a  new  set  of  missions  for  VA. 

Future  VA  Health  Care  Should  Be  Different,  Not  Less 

Though  quality  and  access  problems  make  VA's  continued  principal  mission  as 
acute  care  provider  unsustainable,  there  are  a  variety  of  things  the  VA  does  as  well 
or  better  than  the  private  sector.  Just  a  few  of  these  include  specialized  spinal  cord 
injury  units,  blinded  care  units,  research  and  provision  of  specially  adaptive  equip- 
ment and  prosthetics,  long  term  mental  health  care,  substance  abuse  treatment, 
outpatient  treatment  of  PTSD  through  Vet  Centers  and  even  inpatient  PTSD  treat- 
ment when  hospitals  are  serious  about  treating  PTSD.  AU  of  these  programs  should 
be  expanded  through  bed  conversion.  Legislation  mandating  bed  conversions  using 
a  phase-in  mechanism  should  be  developed  and  enacted  once  the  specific  shape  of 
a  national  health  program  becomes  clear. 

Perhaps  the  most  important  service  VA  provides,  the  one  in  which  its  future  as 
a  sprawling  nation-wide  system  depends,  is  its  continuing  work  in  providing  a  full 
range  of  treatment  modalities  for  aging  veterans.  Most  of  the  innovations  in  geri- 
atrics treatment  seen  throughout  the  nation  found  their  genesis  in  VA  research  con- 
ducted by  Geriatric  Research  and  Evaluation  Centers  (GREC).  A  bui^geoning  popu- 
lation of  aging  veterans  combined  with  the  fact  that  escalating  nursing  home  care 
costs  in  the  private  sector  are  not  covered  by  Medicare  (intermediate  and  unskilled 
nursing  care  as  well  as  a  variety  of  assisted  living  and  in-home  options)  make  VA's 
future  as  an  aged  care  provider  ideal.  That  future  will  become  all  the  more  ideal 
if  long  term  care  of  the  aging  is  omitted  from  the  national  health  system  design  be- 
cause of  cost. 

Another  proposed  new  mission  for  VA  health  care  is  provision  of  care  for  the  birth 
defected  children  of  veterans  exposed  to  Agent  Orange  or  other  toxics.  Although 
chronic  care  will  be  involved  here,  so  will  pediatrics  and  help  with  learning  disabil- 
ities, new  fields  for  VA.  Justification  for  this  mission  expansion  is  not  difficult: 
These  are  Americans  with  service-connected  disabilities  if  the  term  has  any  mean- 
ing, and  the  anguish  their  veteran  parents  suffer  can  best  be  treated  by  VA  accept- 
ing responsibility  for  the  treatment  of  the  children. 

Yet  another  new  mission  VA  could  and  should  assume  as  discussed  earlier  is  that 
of  rural  health  provider.  A  communitv-based  infrastructure  should  be  designed  out 
of  which  mobile  health  clinics  should  operate.  This  model  would  also  be  useful  in 
providing  care  in  heavily  populated  but  under-served  areas  such  as  exist  throughout 
the  Commonwealth  of  FSierto  Rico. 

Agreement  must  be  reached  on  those  populations  of  veterans  the  VA  can  realisti- 
cally serve  in  a  national  health  environment.  The  most  aopropriate  posture  to  as- 
sume is  not  that  VA  will  be  less  in  the  future  but  simply  different  than  it  is  today. 
To  some  extent  even  the  VA  itself  is  wrestling  with  these  issues.  Proposals  being 
developed  within  the  VA  on  eligibility  reform,  though  yet  to  be  finalized,  are  an  in- 
dication that  realistic  thinking  is  taking  place.  Whether  these  proposals  wiU  still  be 
realistic  by  the  time  they  have  been  through  the  meat  grinder  of  entrenched  Central 
Office  health  bureaucrats  remains  to  be  seen.  In  this  connection,  it  will  become  criti- 
cally important  to  prevent  VA  from  shaping  the  debate  if  its  eligibility  reform  pro- 
posals simply  obscure  the  key  topic  of  mission  reform. 

Assuming  some  eigreement  is  possible  on  the  populations  VA  will  serve,  the  full 
continuum  of  health  services  must  be  provided  for  these  populations.  This  can  be 
done  by  maintaining  fewer,  but  enough,  acute-care  beds  while  bed  conversions  to 
other  purposes  are  carried  forward.  Sharing  arrangements  and  contract  provider  ar- 
rangements with  the  private  sector  for  provision  of  expensive  surgeries  or  diagnostic 
procedures  should  dovetail  easily  with  a  national  health  program. 

Changed  Health  Care  Missions 

In  raising  the  topic  of  population  selection,  what  is  really  at  stake  is  mission  se- 
lection .  The  term  eligibility  reform",  is  somewhat  imprecise.  As  used  properly,  this 
term  should  refer  to  population  or  mission  selection.  What  ought  the  VA  to  do,  given 
its  abilities  and  potentials? 

Mission  selection  also  entails  deciding  which  missions  currently  undertaken  by 
VA  are  less  tenable  as  primary  activities  for  the  future.  The  sharply  diminished  ex- 
tent to  which  VA  can  maintain  an  acute  care  network  of  hospitals  and  clinics  as 
its  primary  mission  has  already  been  discussed.  The  extent  to  which  VA  can  real- 
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istically  maintain  its  role  as  trainer  of  medical  students  through  its  network  of 
teaching  afliliations  must  also  be  discussed. 

It  is  unclear  what  the  value  of  VA  to  medical  training  institutions  will  be  if  acute 
care  and  all  the  associated  diagnostics  and  surgeries  are  limited  to  the  proposed  tar- 
get populations  selected  for  VA  service.  Along  with  its  acute  care  mission,  VA's  mis- 
sion of  training  some  50  percent  of  the  nation's  physicians  will  also  have  to  be  ad- 
justed as  options  that  are  more  accessible  and  believed  to  have  higher  quality  be- 
come available  to  veterans,  drawing  them  to  the  private  sector  in  a  national  health 
environment. 

VA  AS  Back-Up  to  DoD 

Another  of  VA's  health  missions  has  gone  untested.  This  is  the  role  VA  is  man- 
dated to  play  as  a  medical  back-up  to  DoD  in  time  of  war  or  national  emei*gency. 
How  this  mission  can  be  sustained  deserves  careful  consideration.  Surely  a  medical 
back-up  for  DoD  is  needed,  especially  since  so  many  of  DoD's  hospitals  have  already 
been  closed.  During  preparations  for  anticipated  casualties  resulting  from  military 
action  in  1990  from  Desert  Storm,  the  VA  readied  between  60  and  65  of  its  medical 
centers.  Careful  planning  and  coordination  of  its  medical  services  were  undertaken 
along  with  preparations  for  psychological  treatment,  resupply  of  medical  equipment 
and  availabUity  of  needed  medical  personnel.  Fortunately,  these  preparations  were 
never  tested.  Had  they  been  tested,  the  full  range  of  hospital  services — including 
emergency  medical — would  have  been  needed  and  heavily  taxed. 

Assuming,  as  we  do,  that  VA  should  retain  its  mission  as  a  back-up  to  the  mili- 
tary, the  question  is  how  VA  can  do  so  once  a  period  of  market-driven  mission  trans- 
formation in  a  national  health  environment  has  taken  place.  In  order  to  meet  the 
need  of  VA  to  continue  its  role  in  training  physicians,  supporting  important  medical 
research,  as  well  as  providing  the  full  range  of  care  to  those  veterans  who  do  choose 
to  utilize  the  VA,  we  propose  the  use  of  60—100  VA  hospitals  as  a  back-up  to  the 
military.  These  hospitms,  whatever  their  identification  might  be  in  a  carefully  devel- 
oped VA-DoD  emergency  plan,  should  be  maintained  as  full-service  tertiary  care  fa- 
cilities sheltered  from  tne  modifications,  bed  conversion  and  medical  service 
realignments  that  must  inevitably  take  place  elsewhere  in  VA's  medical  infrastruc- 
ture. 

VA  Health  Care  Should  Complement  National  Health,  Not  Compete 

Last  February,  Senate  Majority  Leader  George  Mitchell  (D-ME)  addressed  the 
National  Governors  Association  on  the  topic  of  health  care.  His  remarks,  featured 
on  C-SPAN,  outlined  a  five  pillar  program  for  national  health  reform.  These  include 
cost  control,  universal  access,  primary/preventive  care,  consumer  choice  and  state 
control/flexibility.  It  is  well  to  bear  each  of  these  in  mind  as  VA's  future  in  consid- 
ered. Importantly,  VA's  future  health  care  operations  and  missions  must  com- 
plement these  basic  national  health  system  pillars  rather  than  compete  with  them. 

On  the  issue  of  cost  control,  many  point  to  VA  as  a  cheaper  provider  of  care,  one 
capable  of  offering  the  same  quality  as  that  found  in  the  private  sector  but  at  sig- 
nificantly less  cost.  According  to  Chairman  Montgomery  in  nis  article  submitted  last 
December  to  the  national  magazine  of  AMVETS,  the  VA  Ofiice  of  Inspector  General 
is  conducting  a  study  that  will  show  VA's  health  costs  to  be  as  much  as  40  percent 
less  than  the  same  services  provided  in  the  private  sector  without  any  appreciable 
difference  in  quality.  Given  strapped  health  funding  for  VA  over  several  years  and 
accompanying  severe  staffing  shortages,  the  IG  finding  on  quality  comparability  is 
a  bit  difiicult  to  swallow. 

Nevertheless,  this  argument  often  is  marshalled  to  support  VA  access  to  Medicare 
payments  as  well  as  Medicaid  and  Indian  Health  reimbursements  to  VA  for  services 
provided  to  veterans  and  nonveterans  eligible  for  other  federally-funded  health  pro- 
grams. Since  VA  care  is  cheaper,  the  argument  goes,  taxpayers  will  save  money  by 
having  as  many  of  these  other  federal  health  program  beneficiaries  as  possible 
treated  at  the  VA.  In  essence,  the  government  saves  money  overall,  the  VA  gets  a 
new  pipeline  of  needed  funds  and,  less  obviously  but  perhaps  most  importantly,  the 
VA's  Beds  stay  filled  without  fundamental  changes  in  mission. 

Keeping  VA's  beds  filled  takes  on  added  meaning  in  a  national  health  environ- 
ment. In  order  to  subscribe  to  this  argument,  one  must  accept  as  truth  that  VA's 
costs  are  and  always  will  be  less  expensive  than  the  private  sector.  Similarly  one 
must  also  accept  as  truth  that  VA's  care  quality  is  and  always  will  remain  com- 
parable to  the  private  sector.  Finally,  to  subscribe  to  this  argument,  it  must  be  fur- 
ther assumed  that  VA  can  and  always  will  serve  a  legitimate  primary  role  as  an 
acute  care  provider. 
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The  first  of  these  assumptions  may  be  true  for  some  period  but  if  Senator  Mitch- 
ell, the  Clinton  Administration  and  Congress  are  serious  about  health  care  cost  con- 
trol in  the  private  sector,  the  differences  in  cost  between  the  VA  and  the  private 
sector  mav  narrow  significantly  over  the  course  of  time  it  takes  to  fully  implement 
a  national  health  system.  The  assumption  about  VA  quality  comparability  fails  as 
a  practical  matter,  with  veterans  expected  to  opt  out  of  VA  just  as  soon  as  a  more 
accessible  and  believed  better-quality  option  becomes  available.  The  assumption  con- 
cerning VA's  continued  primaiy  role  as  acute-care  provider  fails  for  the  same  rea- 
son. Moreover,  VA's  mission  as  a  continuing  provider  of  acute  care  may  not  conflict 
with  Senator  Mitchell's  cost  control  pillar,  but  such  a  continuation  would  constitute 
an  expensive  gamble  that  veterans  somehow  will  change  their  minds  and  stay  with 
VA. 

The  universal  access  pillar  Senator  Mitchell  described  to  the  governors  con- 
templates health  care  as  a  ri^t  rather  than  as  a  privilege.  The  specific  population 
Senator  Mitchell  alluded  to  having  little  to  no  access  to  health  ctire  have  essentially 
the  same  profile  as  that  population  of  veterans  currently  relying  on  VA  for  health 
care:  poor,  aged,  unemployed  or  underemployed  and  uninsured.  If  Senator  Mitchell's 
pillar  of  universal  access  becomes  a  reality  in  either  a  "single  payer"  or  "managed 
competition"  system,  there  is  no  good  reason  to  believe  veterans  currently  using  VA 
will  necessarily  continue  to  do  so.  In  this  instance  an  unreformed  VA  health  system 
would  face  daunting  risks  by  standing  in  direct  competition  with  a  national  health 
system. 

Primary  and  preventive  care  constitutes  Senator  Mitchell's  third  pillar.  He  prop- 
erly notes  that  preventive  health  care  is  less  expensive  than  care  provided  to  rectify 
medical  conditions  that  have  been  allowed  to  develop  fully.  What  is  true  of  unin- 
sured, poor,  aged  and  unemployed  non-veterans  is  certainly  true  of  similarly -situ- 
ated veterans.  Both  populations  tend  to  wait  too  long  before  ^tting  needed  primary 
and  preventive  care.  For  veterans,  however,  the  inaccessibility  of  VA — ^both  geo- 
graphically and  because  of  excessively  complicated  eligibility  criteria — has  con- 
stituted an  important  reason  why  VA-dependent  veterans  tend  to  wait  too  long  to 
get  care,  so  the  care  provided  is  often  on  an  emergency  basis.  Here  again,  ease  of 
access  to  a  national  health  program  will  draw  many  current  VA  users  to  the  private 
sector.  As  with  universal  access,  the  availability  of  primary  and  preventive  care  in 
a  national  health  system  places  the  VA  in  an  unenviable  competitive  conflict. 

Consumer  choice  in  a  national  health  program,  for  reasons  already  discussed, 
makes  VA  a  likely  loser  in  the  competition  for  acute  care  patients.  VA  should  avoid 
this  competition  in  order  to  retain  its  credibility  as  a  complementary  player  in  an 
overall  health  care  delivery  apparatus. 

State  control  and  flexibility  mi^t  be  the  one  pillar  in  Senator  Mitchell's  scenario 
constituting  a  possible,  though  unlikely,  diamond  in  the  rough  for  VA.  If  states  reg- 
ulate health  operations  and  eligibility  in  a  manner  similar  to  recent  VA  trends  suwi 
that  access  becomes  complicated  by  eligibility  rules,  state  resource  shortages  or  co- 
payment  criteria,  VA  may  become  comparatively  easier  and  cheaper  to  use.  Whether 
or  not  this  becomes  the  case,  VA  would  still  be  well  advised  to  shore  up  its 
attractiveness  by  going  forward  with  its  own  version  of  complexity-abatement  eligi- 
bility reform. 

Moreover,  VA's  most  appropriate  place  in  the  debate  of  national  health  care  is  one 
in  which  its  proponents  articulate  a  comprehensive  set  of  missions  that  complement 
the  private  sector  in  a  national  health  environment.  Resistance  will  undoubtedly  be 
great,  but  change  is  inevitable  whether  embraced  and  controlled  by  VA  and  the  or- 
ganized veterans  community,  or  forced  by  changing  health  care  market  realities. 

Timing  of  Change  in  VA  Health  Care 

The  President's  Task  Force  on  National  Health  Care  is  well  into  its  work.  The 
President  has  indicated  an  intention  to  release  his  proposals  in  late  May.  Mean- 
while there  is  great  value  in  having  VA  Secretary  Jesse  Brown  on  the  President's 
Task  Force.  However,  just  as  it  would  be  inappropriate  for  a  national  health  plan 
to  be  devised  without  considering  the  successes  and  failures  of  VA  health  oper- 
ations, so  too  would  it  be  inappropriate  for  a  VA  health  reform  plan  to  be  devised 
without  certainty  on  the  direction  of  overall  reform  in  the  private  sector. 

For  VA  and  the  veterans  conununity,  too  much  is  at  stake  to  act  precipitously  on 
changing  VA's  health  missions  without  first  being  certain  of  the  shape  of  overall  na- 
tional hefdth  reform.  In  the  legislative  arena,  the  Veterans'  Affairs  Conamittees 
would  be  well  advised  to  await  final  action  on  the  main  reform  program  before  tak- 
ing irreversible  action  on  VA  reform.  This  "wait-and-see"  posture  makes  sense  in  as- 
suring the  veterans  community  that  appropriate  change  in  VA's  health  care  role  can 
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be  trusted  to  make  sense  and  that  the  VA  system's  basic  structural  integfrity  will 
be  sheltered. 

Between  now  and  late  May,  it  is  recommended  that  tentative  legislation  be  pre- 

f>ared  to  codiiy  the  most  appropriate  new  missions  of  VA,  stipulating  what  popu- 
ations  will  be  served,  and  now  and  what  fiscal  resources  wiU  be  required  to  get  the 
job  done  properly.  On  this  latter  issue,  as  stated  before,  multiple-year  buq^eting 
must  be  seriously  considered— jperhaps  in  the  context  of  those  issues  under  review 
by  the  Joint  Committee  on  the  Orgamzation  of  Congress. 

COMPENSABLY  SERVICE-DiSABLED  VETERANS  HEALTH 

Much  of  what  VA  is  currently  undertaking  as  "eligibility  reform"  is  designed  to 
determine  who  will  receive  the  full  range  of  health  care  at  VA  facilities.  Instead  of 
simply  reshuffling  the  deck  to  arrive  at  a  new  defmition  of  "category  A"  veterans, 
it  is  much  more  realistic  to  consider  legislating  who  among  service-disabled  veterans 
should  be  afforded  totally  free  health  care  in  tne  private  sector  and  for  what  medical 
problems  under  a  national  health  program.  Since  most  of  these  veterans  already  use 
the  private  sector  and  will  likely  continue  to  do  so,  lemslation  is  needed  to  codify 
what  rights  veterans  will  have  to  private  sector  care  at  VA  expense. 

We  propose  that  all  30  percent  or  more  compensably  service-disabled  veterans  be 
authorized  free  health  care  in  the  private  sector  national  health  system  for  all  serv- 
ice related  and  non-service  related  medical  conditions.  This  authority  would  extend 
to  inpatient  and  outpatient  care  and  include  to  all  prescription  drugs.  Naturally, 
those  veterans  with  specialized  needs  consistent  witn  one  or  another  of  VA's  re- 
formed missions  woula  have  the  option  of  obtaining  care  in  the  VA.  For  veterans 
being  provided  disability  compensation  at  a  rate  of  less  than  30  percent,  free  care 
would  be  available  in  the  private  sector  for  any  service-related  condition.  Here 
again,  inpatient  and  outpatient  care  as  well  as  prescription  drugs  should  be  free. 
For  private  sector  care  of^non-service-related  medical  conditions,  the  rules  governing 
general  participation  in  the  national  health  program  should  apply.  If,  however, 
these  veterans  are  among  those  for  which  VA's  mission  was  reformed,  the  full  con- 
tinuum of  care  should  be  provided  by  VA  at  no  cost  to  the  veteran. 

Women  Veterans  Health  Care 

Section  I  of  the  Veterans  Health  Care  Act  of  1992  was  a  landmark  victory  in  the 
lonp  struggle  by  women  veterans  to  assure  continued  recognition  and  support  for 
their  specific  health  care  needs.  WA  is  proud  of  the  leadership  role  we  have  taken 
in  the  legislation,  which  calls  for  the  development  of  well  women  health  care  pro- 
grams, broadening  the  context  of  service-connected  Post  Traumatic  Stress  Disorder 
to  include  the  aftermath  of  sexual  trauma  and  authorization  of  funding  for  a  Women 
Veteran's  Health  Study  are  onlv  initial  steps  in  adequately  addressing  the  needs  ex- 
pressed by  women  eligible  for  VA  health  care. 

We  have  noted,  at  hearings  in  Congress,  in  the  media  and  within  our  own  mem- 
bership, that  women  veterans  consistently  call  upon  the  VA  to  address  these  issues. 
More  often  than  not,  complaints  or  reports  of  inadequacies  in  the  svstem  are  treated 
as  if  they  were  anecdotal  rather  than  the  symptoms  of  system-wide  deficiencies.  In- 
creased numbers  of  women  serving  in  the  Armed  Forces  will  and  are  becoming  eligi- 
ble for  VA  programs.  If  we  are  to  really  address  the  needs  of  women  veterans  in 
VA,  there  has  to  be  a  more  conscious  effort  ou  the  part  of  the  VA  to  assure  that 
women  receive  quality  care  defined  as  providing  at  least  what  is  usual  and  cus- 
tomarv  in  the  private  sector. 

With  the  new  authorizations  for  health  care  programs,  funding  for  women  veter- 
ans coordinators  and  research  for  women  veterans,  there  is  need  for  more  account- 
ability than  can  be  assured  by  the  present  staff  and  their  access  to  the  Secretary. 
WA  suggests  that  the  time  has  come  to  establish  a  more  formalized  process  to  as- 
sist women  veterans  by  developing  a  section  within  the  VA  much  like  the  Depart- 
ment of  Labor's  Women's  Bureau.  We  believe  the  recurring  problems  of  outreach, 
privacy,  adequate  physicals  and  any  other  gender-related  issues  would  be  best  ad- 
dressed if  there  was  some  structured  oversight  within  the  VA. 

Not  only  could  a  Women's  Bureau  serve  as  a  clearing  house  for  present  programs 
designed  specifically  for  women  veterans,  there  is  the  additional  potential  for  pro- 
gram evaluation  and  planning  based  on  research  and  hard  facts  instead  of  relying 
on  the  traditional  tools  of  rhetoric  and  conjecture.  The  establishment  of  a  permanent 
office  of  women  veterans  programs  in  the  VA  with  a  director  having  direct  access 
to  the  Secretary  would  reflect  the  Department's  commitment  to  rectifying  the  mis- 
takes of  the  past  and  its  resolve  to  maintain  the  standard  of  care  these  veterans 
deserve.  More  importantly,  it  would  be  a  major  step  in  instituting  a  method  to  as- 
sure the  maximum  utilization  of  resources  designated  to  assist  women  veterans. 
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Post  Traumatic  Stress  Disorder  Treatment  and  Research 

The  importance  of  enacting  legislation  to  broaden  VA  treatment  of  PTSD  is  that 
so  little  has  been  done  by  the  VA  of  its  own  accord  to  address  the  magnitude  of  the 
PTSD  epidemic.  Similarly,  it  is  critically  important  that  veterans  with  PTSD  who 
are  treated  in  VA  general  psychology  or  psychiatry  inpatient,  outpatient  or  other 
clinics  lacking  expertise  in  PTSD  be  treated  for  the  proper  disorder.  Today  no  such 
guarantee  of  proper  treatment  exists. 

WA  endorses  an  updated  version  of  the  legislation  introduced  in  the  lOlst  and 
102nd  Congresses  by  former  Representative  Jim  Jontz.  Such  a  bill  would  recognize 
the  research  already  done  on  this  issue  and  embrace  improvements  in  access  to 
service  and  modalities  of  treatment.  Passage  of  such  legislation  would  move  the  VA 
closer  to  acceptance  of  a  medical  mission  to  provide  the  range  and  type  of  PTSD 
care  that  is  presently  lacking  in  both  the  VA  and  private  sectors. 

Although  actual  numbers  vary  by  study  and  source,  it  is  blatsmtly  apparent  that 
the  VA  is  treating  only  about  10%  of  those  veterans  thus  affected  by  their  military 
service,  whether  this  service  occurred  during  or  before  the  Vietnam  War,  in  Oper- 
ation Desert  Storm,  or  in  the  day-to-day  routine  of  military  operations.  Not  only  has 
the  demand  for  program  services  been  ignored  by  VA  in  the  past,  but  the  success 
of  those  existing  programs  have  often  been  threatened  by  "departmental  reorganiza- 
tion" efforts  and  funding  cuts.  The  most  recent  example  is  that  of  the  Vet  Center 
program.  In  addition,  specialized  PTSD  services,  like  that  of  VA  health  care  in  gen- 
eral, are  sparse  and  may  be  located  at  an  inaccessible  distance  from  the  veteran. 

Even  when  the  veteran  is  able  to  access  VA  care,  PTSD  is  often  misdiagnosed. 
VA  needs  to  recognize  and  implement  procedures  to  ensure  that  veterans  needing 
PTSD  care  are  recognized  properly  and  treated  appropriately. 

The  proposed  legislation  would  increase  access  for  all  wartime  veterans  to  appro- 
priate care  within  the  VA  by  expanding  and  improving  current  specialized  PTSD 
treatment  units,  and  by  providing  additional  research  into  modalities  of  treatment. 
It  has  been  suggested  that  the  expertise  of  the  National  Institutes  of  Mental  Health 
and  the  Center  for  Mental  Health  Services  be  integrated.  Furthermore,  this  bill 
would  encourage  health  professional  specialization  in  PTSD  under  the  VA  Health 
Professionals  &;holarship  Program  and  allow  VA  provision  of  counseling  services  to 
veterans'  families  throu^  the  Vet  Center  program. 

Tlie  legislation  we  advocate  would  phase  in  an  expansion  of  the  store-front  "Vet 
Center"  program  by  40  "Vet  Centers"  over  the  course  of  four  years;  there  are  cur- 
rently 201  sites.  Authorization  should  also  be  included  to  provide  for  76  additional 
staff  at  the  currently  existing  Vet  Centers,  to  meet  the  demand  for  service  more 
adequately.  Inpatient  PTSD  units  operated  by  the  VA,  of  which  there  are  only  20 
system-wide  at  present,  would  be  increased  in  number  by  30  such  units  over  the 
same  period.  In  addition  to  this,  so  as  to  assure  proper  treatment  of  PTSD  in  VA 
facilities  lacking  inpatient  PTSD  units  or  nearby  "Vet  Centers",  the  number  of 
PTSD  clinical  teams  (PCTs)  would  be  increased  by  50  over  four  years;  there  are  cur- 
rently 57  PCTs. 

In  addition  to  the  increase  in  Specialized  Inpatient  PTSD  Units  (SIPUs)  by  30 
units  over  the  next  four  years,  the  bill  should  provide  authorization  for  an  addi- 
tional number  of  the  smaller  inpatient  units  that  VA  has  designed  to  provide  care 
for  those  awaiting  openings  in  SIPUs  (Evaluation  and  Brief  Treatment  Units;  cur- 
rently, there  are  8-9  units)  and  post-SIPU  adjustment  (Residential  Rehabilitation 
program;  currently  there  are  10  units).  The  number  of  these  units  should  be  tripled 
with  incremental  steps  stipulated  over  the  same  four  year  period. 

Finally,  the  importance  of  creating  statutory  authorization  for  the  Advisory  Com- 
mittee on  Readjustment  of  Veterans  has  become  vital  just  this  year.  The  Committee 
is  a  viable  sounding  board  for  consumer  recommendations  on  the  VA  PTSD  and  re- 
adjustment programs.  As  a  result  of  President  Clinton's  recent  Executive  Order  ter- 
minating all  non-statutory  advisory  committees,  this  program  is  on  the  chopping 
block,  and  needs  the  language  included  in  this  bill  to  preserve  its  functionality. 

Chronic  PTSD  is  widespread  and  has  associated  disorders  such  as  depression  and 
substance  abuse.  Dual-diagnosis  also  complicates  the  treatment  process.  Awareness 
needs  to  be  raised  throughout  the  Veterans  Health  Administration  of  the  symptoms 
and  proper  modalities  of  treatment  for  PTSD.  Ranging  levels  of  treatment  are  nec- 
essary to  provide  a  continuum  of  care  for  individual  veterans  at  varying  levels  of 
recovery.  These  program  levels  are  and  should  continue  to  be  mutually  supportive, 
so  that  care  and  counseling  are  provided  at  whatever  level  is  appropriate  and  acces- 
sible. 
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Reducing  Medical  Liability  Insurance 

One  way  to  reduce  the  cost  of  medical  malpractice  insurance  is  to  deny  coverage 
for  criminal  conduct.  Today  the  health  industry  is  essentially  exempt  from  criminal 
liability  for  medical  "misadventures"  resulting  from  disregard  for  human  life  and 
safety.  In  order  to  successfully  prosecute  a  practitioner  under  criminal  statutes,  in- 
tent to  harm  must  be  proven.  The  recent  case  involving  a  Navy  surgeon  who  was 
practicing  at  Bethesda  Naval  Hospital  while  nearly  blind  demonstrates  the  futility 
of  current  law.  His  conviction  in  lower  court  was  overturned  on  appeal  in  the  ab- 
sence of  proof  of  intent  to  injure  his  patients. 

In  most  industries  and  in  most  circumstances  where  responsibility  for  public  safe- 
ty is  assumed,  statutory  definitions  of  criminal  conduct  apply.  Medical  practitioners 
and  administrators  escape  accountability  except  under  tort  liability.  We  recommend 
legislation  to  define  criminality  in  medicine  such  that  the  definition  would  apply  to 
health  practitioners  as  well  as  health  administrators.  Our  proposed  definition  would 
allow  criminal  prosecution  of  a  "pattern  of  activity  disregarding  human  life  and 
safety". 

In  addition  to  providing  a  needed  safeguard,  such  legislation  would  contribute  to 
efforts  aimed  to  diminisn  liability  insurance  costs.  Physicians,  practitioners  and 
medical  administrators  could  be  expected  to  be  far  more  careful  if  personally  ac- 
countable for  their  actions  or  inactions,  and  criminally  dangerous  practioners  and 
administrators  could  be  removed  from  the  health  system  more  effectively  than  at 
present. 

Conclusion 

The  advent  of  a  cohesive  nation  health  environment  is  an  exciting  development 
to  which  the  VA  can  offer  as  much  as  it  will  receive  in  return.  The  system's 
strengths — its  many  skilled  and  caring  health  care  workers,  its  network  of  facilities 
and  its  decades  of  experience — are  those  of  a  national  health  system  that  is  already 
in  place,  one  that  provides  a  wealth  of  examples  of  how  to  proceed  and  how  not  to. 
The  system's  weaknesses  can  best  be  addressed  in  a  broader  discussion  of  providing 
health  care  rationally,  rather  than  confining  evaluations  of  the  VA  to  considerations 
of  the  unusual  needs  of  a  "separate"  population.  Vietnam  Veterans  of  America  wel- 
comes the  discussion  that  is  now  under  way. 

Mr.  Chairman,  this  concludes  our  testimony. 


PREPARED  STATEMENT  OF  DAVID  W.  GORMAN,  ASSISTANT  NATIONAL 
LEGISLATIVE  DIRECTOR  FOR  MEDICAL  AFFAIRS,  DISABLED  AMERICAN 
VETERANS 

Mr.  Chairman  and  Members  of  the  Committee,  on  behalf  of  the  more  than  1.4 
million  members  of  the  Disabled  American  Veterans  (DAV)  and  its  Women's  Auxil- 
iary, I  want  to  first  extend  DAVs  appreciation  for  the  opportunity  to  appear  before 
you  today  and  offer  our  thoughts  regarding  the  issue  of  health  care  reform. 

Your  letter  of  invitation  solicited  our  views  on  how  the  Department  of  Veterans 
Affairs  (VA's)  health  care  system  should  fit  into  the  overall  United  States  health 
care  reform  effort  and  the  role  VA  should  play  as  we  prepare  to  enter  the  21st  cen- 
tury. 

Mr.  Chairman,  you  and  the  Committee  deserve  special  recognition  for  the  con- 
centrated efforts  being  made  to  gamer  as  much  information  as  possible  on  this  most 
inoportant  subject. 

The  DAV  acknowledges  and  applauds  these  efforts. 

As  we  contemplated  the  approach  our  testimony  should  assume  for  today's  hear- . 
ing,  many  thougnts  came  to  mind.  Initially,  we  tried  to  recall  all  that  has  been  said 
about  the  state  of  our  national  health  care  system.  That  was  immediately  followed 
by  thoughts  of  attempting  to  recall  all  that  has  been  offered  in  hopes  of  fixing  the 
svstem;  and,  the  seemingly  unending  plans,  proposals  and  legislation  offered  toward 
that  end. 

In  view  of  the  magnitude  of  such  a  challenge,  what  we  have  decided  to  do  is  at- 
tempt to  offer  a  perspective  that  sometimes  nas  become  lost  in  debates  as  large, 
multifaceted  and  complex  as  the  one  regarding  national  health  care  reform:  the  per- 
spective of  a  consumer  of,  and  an  advocate  for,  VA  health  care. 

Mr.  Chairman,  few  know  as  well  as  you  the  imminent  crisis  facing  this  nation 
and  its  citizenry  as  the  result  of  a  broken  health  care  delivery  system.  Broken  pre- 
dominantly in  terms  of: 

•  Some  100,000  people  per  month  losing  their  health  care  insurance  coverage 
and  joining  the  swelling  ranks  of  uninsured  and  underinsured  Americans; 
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•  Unrelenting  escalation  of  health  care  costs  that  consume  14  percent  of  our 
gross  domestic  product  today  and  will  rise  to  18  percent  in  the  year  2000,  an 
unthinkable  bill  of  $14,000  per  family;  and 

•  Lack  of  security  and  the  threat  that  individuals  will  not  have  adequate  ac- 
cess and  coverage  to  meet  their  basic  health  care  needs. 

As  we  are  all  so  keenly  aware,  the  VA  health  care  system  is  also  in  the  throws 
of  crisis.  Principally,  such  crisis  results  from  years  of  inadequate  funding  and  a 
"patchwork"  approach  to  addressing  the  health  care  needs  of  veterans. 

Today,  as  in  the  past,  VA  is  faced  with  funding  shortfalls  that  produce  numerous 
adverse  effects  on  the  delivery  of  health  care,  the  most  common  of  which  include: 

•  Bed  closures; 

•  Staff  reductions; 

•  Delayed  physical  plant  maintenance; 

•  Delayed  equipment  purchases/repairs;  and 

•  Rationing  of  care  to  extreme  proportions. 

Mr.  Chairman,  I  would  add  at  this  juncture  that  were  it  not  for  this  Committee, 
your  counterpart  in  the  House  and,  I  believe,  principally  the  thousands  of  dedicated, 
committed  VA  health  care  professionals  throughout  the  system,  we  would  be  in  far 
worse  shape. 

It  seems  logical  at  this  point  to  state  what  I  am  sure  is  the  obvious:  the  VA  health 
care  system,  as  an  independent  system,  must  be  maintained  and,  once  the  philo- 
sophical commitment  to  do  so  is  realized,  appropriate  action  and  attention  must  be 
exerted  to  foster  VA's  evolution  as  a  provider  of  health  care  services  to  a  very  spe- 
cial segment  of  our  population  ...  a  system  that  meets  the  test  of  quality  and  cost 
effectiveness. 

During  last  year's  Presidential  campaign,  it  was  indeed  heartening  to  hear  F*resi- 
dent  Clinton  profess  his  support  for  the  maintenance  of  the  VA  health  care  system. 
Most  recently — April  15th — the  First  Lady,  Hillary  Rodham  Clinton,  met  with  lead- 
ers of  the  major  veterans'  service  organizations  (VSOs),  as  well  as  yourself,  Mr. 
Chairman,  Chairman  Montgomeiy  and  Secretary  of  Veterans  Affairs  Jesse  Brown, 
and  again  asserted  the  President  s  support  for  an  independent  VA  health  care  sys- 
tem. 

Mr.  Chairman,  simply  stated,  the  VA  health  care  delivery  system  is  one  that  is 
nationdly  dispersed  and  provides  comprehensive  care  to  a  specifically  defined  popu- 
lation. The  Veterans  Health  Administration  (VHA)  operates  and  maintains  the  sys- 
tem and  has  as  its  mission  to  provide: 

•  A  complete  health  care  delivery  service  for  eligible  veterans; 

•  A  prop-am  of  education  and  training  of  health  care  personnel; 

•  A  program  of  medical  and  rehabilitative  research;  and 

•  A  nackup  health  care  service  to  the  Department  of  Defense  (DOD)  in  times 
of  war  or  national  emergency. 

Currently,  the  VA  system  is  comprised  of  171  VA  hospitals,  371  outpatient  clinics, 
131  nursing  homes,  36  domiciliaries  and  201  veterans'  outreach  centers.  VA  employs 
some  209,000  individuals. 

During  1992,  the  VA  treated  approximately  2.7  million  different  veterans  as  pa- 
tients, approximately  600,000  of  whom  received  inpatient  care  and  nearly  all  re- 
ceived outpatient  care.  This  workload  represents  somewhat  more  than  10  percent 
of  the  total  veteran  population.  On  average,  however,  VA  patients  are  older,  have 
lower  incomes  and  need  more  comprehensive  care  than  their  counterparts  in  the 
general  patient  population.  The  VA  medical  care  program  is  designed  to  meet  the 
special  needs  of  the  veteran  population  and  has  created  an  associated  health  care 
delivery  mechanism  designed  to  meet  those  needs.  In  VA,  inpatient  health  care  is 
linked  with  outpatient  care  and  specialized  care  modalities  to  provide  an  integrated, 
comprehensive  sjrstem  of  health  care  deliver  for  eligible  veterans. 

It  is  significant  to  note  that  the  care  for  the  typical  veteran  patient  differs  signifi- 
cantly from  health  care  delivery  in  the  private  sector.  In  a  private  hospital,  the  tjrpi- 
cal  patient  receives  medical  care  preceding  the  hospital  episode  and  is  then  sent  to 
the  nospital  for  treatment  of  a  specific  condition.  Upon  completion  of  treatment,  the 
patient  typically  returns  to  home  and  job  with  necessary  medical  care  follow-up 
being  rendered  in  the  private  doctor's  office  within  the  community. 

However,  Mr.  Chairman,  many  VA  patients  do  not  or  are  not  able  to  follow  those 
steps.  Often  they  arrive  at  VA  as  self-referrals.  Their  diagnostic  and  inpatient  treat- 
ment proceed,  usually  for  several  medical  problems.  When  specific  treatment  is  com- 
pleted, the  need  for  post  hospital  care  must  be  addressed.  Oft«n  times  additional 
days  of  non-acute  inpatient  care  may  be  provided  as  being  found  preferable  to  hav- 
ing patients  travel  long  distances  to  their  homes  from  the  hospital  only  to  return 
shortly  thereafter  for  follow-up  care.  This  may  produce  extended  length  of  stays  in 
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some  instances,  however,  it  is  certainly  preferable  to  ensure  that  veterans  receive 
adequate  follow-up  care. 

Mr.  Chairman,  the  system  I  have  described  and  what  we  know  as  the  VA,  is  a 
good  system.  Veterans  are  a  proud,  patriotic  and  heroic  group  of  men  and  women 
who  have  repeatedly  answered  their  country's  call  to  service.  For  veterans,  many 
memories  and  lingering  thoughts  of  our  military  service  will  alwavs  be  with  us. 
Most  are  good  memories  of  past  friendships,  acquaintances  and  adventures.  Still 
others  are  the  thoughts  and  memories  of  less  pleasant  times,  of  bodies  and  minds 
ravaged  by  the  instruments  of  war.  Through  it  all,  to  many  of  us  the  last  tangible 
reminder  of  what  service  to  our  country  means  is  the  VA  hospital  sitting  there  atop 
a  hill. 

Countless  millions  of  people — veterans  and  nonveterans  alike,  have  had  contact, 
if  only  visually,  with  a  vA  hospital  and  realize  what  sacrifices  have  been  made  that 
make  such  a  facUity  necessary.  These  facilities  serve  as  constant  reminders  to  all 
who  witness  them  what  the  price  of  freedom  really  means. 

Reform  of  the  VA  Health  Care  Systtem 

Mr.  Chairman,  more  than  a  decade  of  "straight  line  budgets,"  have  meant  no  real 
gTOMrth  for  VA.  But  no  growth  actually  translates  into  deep  cuts  for  VA  health  care 
when  recognizing  that  medical  costs  have  skyrocketed,  new  and  costly  programs  and 
medical  procedures  have  been  added,  and  the  veteran  population  has  grown  older 
and  sicker. 

Access  to  care  is  in  jeopardy  for  some  and  unattainable  for  many  veterans.  Today, 
and  for  quite  some  time,  discretionary  veteran  patients  are  denied  care.  More  trou- 
bling, some  non-discretionary  veterans — Category  A  veterans — those  with  the  high- 
est priority  of  care,  are  experiencing  greater  difficulty  receiving  the  care  they  need. 
And,  in  certain  instances,  the  care  tnat  is  available  and  provided  is  of  suspect  qual- 
ity. 

Mr.  Chairman,  the  DAV  does  not  view  today's  hearing  as  a  forum  to  list  in  detail 
the  myriad  of  things  that  many  view  as  being  wrong  with  the  VA  system.  Neither, 
are  we  here  to  assume  the  role  of  VA  bashers.  Rather,  we  hope  to  offer  viable  sug- 
gestions and  remedies  for  a  system  that  we  feel  is  one  deserving  to  be  maintained. 
A  system  that,  given  a  fair  chance,  possesses  the  potential  in  both  human  resources 
and  commitment  to  deliver  health  care  to  veteran  patients  in  a  manner  second  to 
none. 

Likewise,  the  complexities,  magnitude  and  sheer  vastness  of  the  VA  system  and, 
therefore,  the  number  of  issues  involved  do  not  lend  themselves  to  easy  discussion 
on  an  issue  by  issue  basis.  As  would  be  expected,  a  more  global  view  is  necessary. 

Mr.  Chairman,  clearly,  in  our  view,  the  factors  which  have  led  to  the  current  cri- 
sis in  VA  health  care  are  many.  However,  none  is  more  telling  than  the  constant 
decremental  budgeting  that  has  occurred  within  the  VA  health  care  system.  This 
has  occurred  at  a  time  when  veterans  have  been  placing  more  and  more  demands 
on  the  system  and  VA  has  been  required  to  implement  many  new  programs  and 
methods  of  delivering  health  care,  often  without  accompanying  resources. 

The  percentage  of  the  total  federal  budget  spent  on  veterans'  programs  has  been 
cut  in  half  from  4.4  peroent  in  1977  to  2.2  percent  in  1991.  I  am  appending  to  my 
statement  a  chart  showing  federal  outlays  for  social  welfare  programs  in  constant 
1991  dollars.  The  chart,  from  the  Congressional  Research  Service,  clearly  shows 
that  starting  in  1965  and  continuing  through  1991,  federal  dollars  devoted  to  veter- 
ans' benefits  have  remained  constant  while  spending  in  other  programs,  such  as  So- 
cial Security  and  Medicare,  as  well  as  other  health  programs  nave  shown  dramatic 
and  constant  increases. 

In  our  view,  Mr.  Chairman,  and  we  believe  it  is  a  view  shared  by  most  others, 
the  issue  of  eligibility  reform  is  the  single  most  pressing  issue  facing  VA  health  care 
today.  Eligibility  needs  to  be  clarified  to  define  who  is  eligible  for  VA  health  care 
services  and  the  scope  of  services  that  will  be  provided. 

Mr.  Chairman,  we  believe  such  an  effort  would  assist  not  only  veterans  seeking 
care  but,  would  be  of  immense  benefit  to  the  VA  itself.  With  eligibility  reform,  veter- 
ans would  know  what  they  are  entitled  to  and  thus  be  enabled  to  plan  for  their 
health  care  needs.  By  removing  the  antiquated — both  economically  and  clinically — 
rules  for  care,  veterans'  health  care  needs  on  an  inpatient,  outpatient  and  long-term 
care  basis  would  be  better  met.  With  eligibility  reform,  VA's  ability  to  strategically 
plan  would  be  available.  Perhaps  for  the  first  time  VA  would  be  required  and  able 
to  plan  based  on  veterans  needs  rather  than  simply  on  budgetary  feasibility  and  re- 
straints. Also,  simplification  of  eligibility  criteria  would  result  in  a  more  efficiently 
administered  system. 
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Mr.  Chairman,  on  February  20,  1992,  legislation  was  introduced — the  "American 
Veterans'  Health  Care  Reform  Act  of  1992'^that  embodied,  in  bill  form,  the  DAVs 
vision  and  plan  for  a  restructured  VA  health  care  delivery  system. 

At  the  time  the  bill  was  introduced,  the  DAV  had  not  witnessed  any  positive  re- 
sponse on  the  part  of  VA  to  the  Mission  Commission's  recommendations.  Addition- 
ally, the  VA's  own  health  care  eligibility  reform  package  that  was  being  developed 
appeared  to  be  shelved.  As  the  initiatives  called  for  by  the  Commission  appeared 
to  DC  in  limbo,  we  felt  it  imperative  to  continue  the  dialogue  initiated  by  the  Com- 
mission's recommendations. 

We  believed  the  bill  served  as  one  vehicle  to  initiate  the  debate  on  what  direction 
the  VA  health  care  system  should  and  must  take  in  order  to  survive  and  flourish. 
Also,  we  believed  it  represented  a  responsible  plan  of  action  to  ensure  that  an  inde- 
pendent VA  will  exist  to  serve  the  health  care  needs  of  veterans  well  into  the  21st 
century. 

Mr.  Chairman,  similar  to  the  DAVs  proposal  of  some  three  and  a  half  years  ago 
calling  for  increased  VA/Department  of  Defense  (DOD)  health  care  sharing,  we  be- 
lieve our  proposal  represents  a  plan  that  promotes  responsible,  realistic  profMsals 
for  initiating  reform  of  VA  health  care. 

In  developing  our  proposal,  we  considered  the  recommendations  of  the  Commis- 
sion. Also,  we  met  and  had  numerous  discussions  with  members  of  the  Commission, 
other  health  care  professionals,  Congressional  staff  and  VHA  personnel,  as  well  as 
other  veterans'  service  organizations. 

In  general,  our  plan  has  three  main  components  consisting  of: 

•  Access  to  care,  including  a  core-entitled  group  and  a  general  eligibility 
group; 

•  Scope  of  care,  that  is  a  description  of  the  services  provided;  and 

•  Funding  of  care. 

Mr.  Chairman,  the  centerpiece  of  our  proposal  establishes  a  group  of  core-entitled 
veterans.  This  group  consists  of  service-connected  veterans,  low  moome  veterans, 
POWs,  and  other  veterans  currently  defmed  by  "Category  A."  All  other  honorably 
discharged  veterans  outside  of  the  basic  core  group  would  be  eligible  for  care.  How- 
ever, their  eligibility  would  be  contingent  upon  the  ability  to  offset  costs  through  re- 
imbursements by  federal  or  other  third  party  payors,  direct  payments  or  purchased, 
managed  care  packages. 

Secondly,  our  proposal  calls  for  the  focus  of  VA  moving  from  a  "sick  care  system" 
of  a  traditional  acute  bed  based  model  to  a  disability  based  model.  This  "continuum 
of  care"  would  focus  on  health  promotion  and  disability  and  disease  prevention  and 
treatment.  Eligibility  to  core-entitled  veterans  would  flow  on  an  inpatient,  out- 
patient and  long-term  care  basis.  Non-traditional  means  of  treatment  such  as  adult 
day  health  care,  home  health  and  maintenance  services,  etc.  would  be  provided  aa 
would  other,  necessary  collateral  health  care  services. 

Finally,  our  proposal  calls  for  an  entitlement  to  be  created  and  nondiscretionary 
Congressional  appropriations  to  be  made  for  the  cost  of  care  provided  to  the  core- 
eligible  group.  Appropriations  would  be  dependent  upon  how  many  veterems  meet 
the  core  group  eligibility  requirements  and  the  necessary  cost  of  care  to  be  provided. 

Funding  for  the  non-core,  general  eligibility  group  of  veterans'  care  would  be  dis- 
cretionary and  could  be  determined  in  consideration  of  reasonably  expected  collec- 
tions of  reimbursements  from  other  sources. 

Mr.  Chairman,  we  propose  VA  be  granted  authority  to  be  reimbursed  for  care  pro- 
vided to  veterans  outside  the  core-entitlement  category  who  are  covered  by  Medi- 
care, Medicaid,  CHAMPUS  and  other  private  or  third  party  health  insurance  car- 
riers under  the  various  provisions  governing  those  programs. 

It  is  important  at  this  point,  UG:  Chairman,  to  clarify  our  intent  as  to  who  the 
principal  beneficiaries  of  the  VA  system  should  be.  Certainly,  service-connected  dis- 
abled veterans  ^ould  receive  their  care  from  the  VA  through  Congressionally  ap- 
propriated funds  to  the  VA  sjrstem. 

We  advocate  the  VA's  ability  to  collect  and  retain  funds  from  secondary  payors — 
Medicare,  for  example — as  being  applicable  only  to  eligible  veterans  outside  the 
core-entitled  group. 

With  that  stipulation,  Mr.  Chairman,  it  should  be  clear  that  we  do  not  believe  the 
VA  should  continue  to  "subsidize'  the  Medicare  system  bv  treating  Medicare  eligible 
veterans  who  have  basic  eligibility  but  no  priority  for  VA  care.  Therefore,  our  pro- 
posal clearly  does  no  harm  to  the  Medicare  Trust  Fund  as  Medicare  should  be  re- 
sponsible for  the  primary  health  care  needs  of  those  individuals.  We  happen  to  be- 
lieve VA  is  able  to  provide  care  more  economically  than  the  private  sector.  There- 
fore, the  added  benefits  of  economies  of  scale  should  prove  very  cost  efficient. 

I  believe,  Mr.  Chairman,  you  will  find  a  consensus  agreement  among  all  the 
VSOs,  as  well,  to  a  degree,  among  the  VA  and  Congress  that  the  system  needs  re- 
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form.  Additionally,  and  in  no  way  attempting  to  speak  for  the  other  VSOa,  I  believe 
we  are  in  almost  universal  agreement  aoout  what  needs  to  be  done  in  the  process 
of  reform. 

More  surprisingly,  perhaps,  is  our  belief  that  VA's  thou^ts  concerning  entitle- 
ment reform  closely  mirror  those  of  the  VSOs. 

On  April  2,  1993,  Secretary  of  Veterans  Affairs  Jesse  Brown,  setting  forth  his  vi- 
sion for  VA,  stated,  in  part. 

We  will  be  an  active  participant  in  national  health  care  reform  to  ensure 
that  a  comprehensive  medical  care  system  for  veterans  is  developed  and 
maintained. 

Moreover,  we  will  move  to  make  our  system  available  to  all  veterans  who 
choose  to  use  it.  Further,  we  will  explore  whether  access  can  be  expanded 
to  include  veterans  who  would  be  willing  to  pay  for  care  through  their  in- 
surance coverage.  Medicare  benefits,  or  personal  funds.  And  without  excep- 
tion, we  would  guarantee  top  quality  service  in  top  quality  facilities. 

We  will  aggressively  respond  to  tne  changing  needs  of  our  veterans.  This 
will  include  emphasizing  irnproved  delivery  of  services  to  veterans  with  spe- 
cial needs,  such  as  AIDS,  FTSD,  spinal  cord  injury,  prosthetics,  and  expo- 
sure to  environmental  hazards,  and  to  homeless,  older,  and  female  veter- 
ans. We  will  be  the  leader  and  share  our  innovative  approaches  and  experi- 
ences in  these  and  new  areas,  such  as  national  service,  with  the  rest  of  the 
nation. 
The  document,  "The  Independent  Budget  for  Veterans  Affairs,  Fiscal  Year  1994," 
jointly  produced  by  AMVETS,  DAV,  PVA  and  the  VFW  sets  forth  a  strategy— pages 
70-72 — for  entitlement  reform. 

Appended  to  my  statement  is  a  position  paper  endorsed  by  the  American  Legion, 
DAv  and  VFW  setting  forth  our  collective  views  regarding  now  health  care  should 
be  delivered  by  the  VA. 

Mr.  Chairman,  the  striking  characteristics  of  all  the  VSO  proposals  and  plans  are 
they  all  speak  similarly  not  only  to  the  point  reform  is  needed,  but  how  it  should 
actually  occur. 

The  salient  point,  Mr.  Chairman,  is  that  a  true  consensus  has  been  achieved  by 
the  VSOs  as  to  the  need  for  and  the  method  in  which  entitlement  reform  should 
proceed. 

Mr.  Chairman,  when  looking  at  a  reformed  VA  system,  configured  in  the  manner 
I  have  described,  and  while  recognizing  the  population  VA  treats,  together  with  the 
concepts  VA  operates  within  (global  budgeting,  managed  care,  and  access  to  care), 
one  can  see  how  VA  would  mirror  the  outcomes  being  strived  for  by  the  National 
Task  Force  on  Health  Care  Reform. 

While  we  have  all  had  some  limited  access,  via  the  media,  to  what  Mrs.  Clinton 
and  the  Task  Force  are  considering,  the  specifics  of  the  proposal  are  not  yet  known. 
We  envision,  however,  some  main  components  to  be: 

•  Universal  access  to  care; 

•  Global  budgeting; 

•  Freedom  of  choice; 

•  A  basic  benefits  package  of  services;  and 

•  Controls  on  greea,  waste  and  abuse  relating  to  medical  resources. 

There  were  and  remain  some  who  would  say  that  the  veterans'  health  care  sys- 
tem— as  a  direct  provider  of  health  care — will  be  "damned  if  it  does  and  damned 
if  it  doesn't"  become  an  active,  acknowledged  participant  in  the  national  debate  over 
health  care  reform.  If  VA  does  enter  the  debate  and  seeks  to  be  factored  into  any 
national  health  care  delivery  and/or  financing  considerations,  it  lays  itself  open  to 
considerable  scrutiny  by  many  who  may  be  less  interested  in  maintaining  an  inde- 
pendent system  for  veterans.  Conversely,  there  are  those  who  fear  such  scrutiny 
would  lead  to  changes  that  move  VA  out  of  the  traditional  role  it  has  played  in 
American  medicine. 

Mr.  Chairman,  the  DAV  is  indeed  pleased  the  decision  was  made  to  include  the 
VA  as  an  active  participant,  not  only  m  the  debate  regarding  health  care  policy  but, 
also  as  an  active  participant  in  the  Task  Force  and  their  34  working  groups. 

In  our  view,  VA  has  nothing  to  fear  as  a  result  of  scrutiny.  Rather,  VA  can  and 
should  be  recognized  for  what  it  really  is:  a  system  that  can  help  realize  the  stated 
goals  of  national  health  care  reform. 

VA  is  important  for  the  many  significant  roles  it  plays  and  contributions  made 
to  health  care  in  instances  such  as: 

•  P*rovision  of  general  and  specialized  services  to  veterans; 

•  Safety  net  for  low  income  veterans; 

•  Education  of  health  care  personnel; 

•  Mtyor  contributor  to  medical  research;  and 
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•  The  major  backup  to  DOD  in  the  time  of  war,  as  well  as  an  integral  factor 
when  our  nation  is  besieged  by  natural  disasters,  such  as  Hurricane  Andrew. 

Mr.  Chairman,  it  is  no  secret  that  the  driving  factor  in  VA's  inability  to  provide 
appropriate  care  to  all  eligible  veterans  stems  from  a  deficient  funding  mechanism. 

Notwithstanding  the  funding  issue,  VA  does  in  fact  operate  under  the  same  prin- 
ciples envisioned  by  the  Task  Force.  They  have  always  operated  under  a  "global 
budget"  and  have  provided  "universal  access,"  at  least  to  the  highest  priority  vet- 
eran. 

Likewise,  they  provide  not  only  a  "basic  benefits  package"  but,  within  the  frame- 
work of  the  system,  provide  every  conceivable  form  of  medical  care  ranging  from  the 
most  basic  preventive  measures  and  extending  to  multiple  organ  transplants  and 
everything  in  between.  This,  coupled  with  a  comprehensive  rehabilitative  program 
for  the  catastrophically  disabled,  cannot  to  be  matched  anywhere  else. 

VA  health  care  has  operated  within  the  framework  of  a  "global  budget"  since  its 
establishment.  VA  managers  both  at  Central  Oflice  and  in  the  field  have  become 
not  only  accustomed  to,  but  adept  at  devising  innovative  and  visionary  methods  of 
coping  with  an  ever  eroding  fiscal  base  and  ever  increasing  demand  for  services. 

Mr.  Chairman,  the  DAV  is  convinced  the  VA  stands  alone  as  a  competent,  quality, 
innovative,  cost  effective  provider  of  health  care  services  to  a  special,  albeit,  com- 
plicated population  of  patients.  Further,  we  remain  confident  that  given  the  oppor- 
tunity to  compete,  and  when  allowed  to  do  so  on  an  even  playing  field,  VA  is  ex- 
tremely well  positioned  and  able  to  do  so. 

The  role  VA  has  assumed  over  the  years  which  takes  account  of  its  long-standing 
missions,  as  well  as  multiple  health  care  roles,  sets  it  apart  as  a  model  that  the 
country  should  emulate. 

VA  should  be  looked  to  as  an  opportunity.  The  VA  has  not  denied  care  to  individ- 
uals simply  by  virtue  of  the  nature  of  their  disabilities  as  the  private  sector  often 
does.  Rather,  VA  has  learned  how  to  treat,  in  a  cost  effective  manner,  the  whole 
person.  VA  does  not  cancel  veterans  "coverage"  or  "charge"  veterans  exorbitant  rates 
based  on  the  nature  of  their  disabilities. 

VA  is  a  recognized  leader  in  geriatric  medicine  and  provides  the  flexibility  needed 
to  care  for  older  veterans  through  inpatient,  ambulatory  and  community  based  pro- 
grams such  £is  adult  day  health  care  and  hospital  based  home  care  services. 

VA  has  been  successfiil  in  controlling  the  cost  of  prescription  drugs  which,  as  we 
all  know,  represents  one  of  the  most  uncontrollable  and  disgraceful  factors  in  the 
rising  health  care  costs  to  this  country. 

In  addition  to  comprehensive  medical  and  rehabilitative  programs,  VA  assists  the 
severe  and  catastrophically  disabled  with  comprehensive  services  including  such  ne- 
cessities as  driving  education  for  spinal  cord  injured  or  amputee  veterans  and  adap- 
tations to  veterans  homes  so  a  degree  of  independence  may  be  obtained  and  the 
need  for  costly  medical  care  lessened. 

The  VA  has  established  itself  in  the  foundation  of  American  medicine.  In  many 
respects  it  is  but  a  microcosm  of  the  entire  medical  care  community.  At  a  certain 
point,  however,  it  breaks  away  and  assumes  a  vitality  all  its  own. 

It  is  that  vitality,  Mr.  Chairman,  that  needs  to  be  exposed  and  released  to  all  of 
medicine.  It  needs  to  be  allowed  to  grow  and  flourish.  VA  presents  a  unique  oppor- 
tunity to  lend  its  decades  of  experience  and  innovations  to  the  national  debate.  A 
lesson  can  be  taken  from  its  employees  who  work  not  under  the  best  of  cir- 
cumstances or  earn  the  hi^est  of  salaries  ...  a  lesson  of  dedication,  commitment 
and  caring  to  the  well-being  of  patients. 

Clearly  there  is  a  role  for  VA  in  the  national  health  care  reform  movement.  We 
have  but  skimmed  the  surface  today.  Suffice  it  to  say,  VA  must  be  permitted  to  con- 
tinue to  be  a  provider  of  care,  the  primary  provider  of  care,  to  this  nation's  disabled 
veterans. 

We  are  not  so  parochial,  however,  Mr.  Chairman,  to  recognize  that  the  traditional 
role  and  structure  of  the  VA  can  continue.  Rather,  we  recognize  change  needs  to 
occur  with  a  vision  toward  the  future  of  how  we  best  provide  care  not  only  to  eligible 
veterans  but  to  the  entire  citizenry  of  our  country.  In  our  view,  Mr.  Chairman,  we 
are  citizens  first  and  veterans  second.  Therefore,  we  are  eager  to  continue  the  dis- 
cussions of  VA  health  care  and  look  forward  to  woricing  with  your  Committee  and 
your  counterparts  in  the  House  regarding  this  issue. 

This  concludes  my  statement,  Mr.  Chairman,  and  I  would  be  pleased  to  respond 
to  any  questions  you  or  members  of  the  Committee  may  have. 
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Position  of  Major  Veterans  Service  Organizations  on  the  Delivery  of 
Veterans  Health  Care 

Major  veterans  service  oganizations  have  chosen  tx)  speak  with  a  unified  voice  re- 
garding veterans  health  care  as  delivered  by  the  Department  of  Veterans  Aflairs- 
Veterans  Health  Administration.  We  find  major  problems  concerning  access  because 
of  laws  governing  access  to  care;  the  inability  or  the  VHA  to  deliver  the  continuum 
of  care  mandated  by  sound  medical  practice;  and  the  rationing  of  care  because  of 
inadequate  fiscal  appropriations.  The  following  statements  reflect  the  positions 
taken  Dy  The  Amencan  Legion,  Disabled  American  Veterans  and  the  Veterans  of 
Foreign  Wars  as  building  blocks  to  achieve  our  vision  of  an  eflicient,  fair  and  quality 
VA  he^th  care  delivery  system: 

•  The  Department  of  Veterans  Affairs  health  care  system  must  continue  to 
exist  as  a  system  dedicated  to  the  care  of  veterans  with  primary  missions  of  de- 
livery of  quality  health  care,  health  care-related  research,  medical  education 
and  the  contingent  care  of  those  wounded  or  ill  as  a  result  of  a  national  disaster 
or  involvement  in  existing  military  conflict. 

•  Eligibility  and  entitlement  reform  must  be  undertaken  immediately.  Such 
reform  must  precede  any  other  reconfiguration  of  the  system  in  order  to  define 
the  populations  of  veterans  to  be  served  by  VHA.  No  mission  changes,  re-aUoca- 
tion  of  resources  or  expansion  or  contraction  of  services  can  be  undertaken  with- 
out first  defining  those  veterans  to  be  served. 

•  The  VA  shall  offer  a  full  range  (continuum)  of  medical  care  services,  as  an 
entitlement  in  law,  to  all  honorably  discharged  veterans.  Eligibility  to  exercise 
that  entitlement  is  satisfied  by  any  veteran  who  is  adjudicated  to  nave  a  serv- 
ice-connected illness  or  disability  rated  at  0%  or  100%,  or  any  veterans  who  is 
ill  and/or  disabled  and  falls  within  the  guidelines  as  prescribed  in  Section  1710, 
Title  38,  use.  In  addition,  the  VA  shall  provide  necessary  care  to  any  veteran 
who  suffers  a  catastrophic  illness  or  disability  not  covered  by  insurance  and  the 
cost  of  such  care  would  render  the  veteran  indigent.  Any  veteran  who  is  consid- 
ered Sininsurable"  because  of  pre-existing  medical  condition  as  well  as  those  in 
receipt  of  VA  pension  should  also  have  access  to  medical  care.  These  veterans 
should  be  considered  the  "core  entitled"  groups  for  recipt  of  medical  care. 

•  The  cost  of  rendering  care  to  the  "core  entitled"  group  shall  be  funded  by 
congressional  appropriations  at  a  level  determined  by  their  treatment  needs  at 
the  required  services  level.  Care  for  the  expanded  universe  of  veterans  beyond 
the  "core  entitled"  group  wUl  be  financed  by  contributions  from  those  veterans 
receiving  care  by  some  form  of  payment  option  such  as  private  health  insurance 
reimbursement,  reimbursement  from  state/federal  programs  such  as  Medicare, 
CHAMPVA,  CHAMPUS  or  the  Indian  Health  Service  or  by  premiums  paid  into 
any  managed  care  program  administered  by  the  VA.  Any  moneys  received  as 
reimbursement  for  care  from  any  third-part  payer  must  be  permitted  to  be  re- 
tained within  the  Department  with  no  budget  onset. 

•  The  Department  of  Veterans  Affairs  health  care  delivery  care  delivery  sys- 
tem shall  offer,  based  upon  medical  need,  a  full  continuum  of  care.  VHA  serves 
as  case  manager  for  that  care  which  includes,  but  is  not  limited  ta,  preventive 
care  services,  acute  care,  outpatent  care,  specialized  care  such  as  blind  rehabili- 
tation, spinal  cord  injury  treatment  and  rehabilitation,  post-traumatic  stress 
disorder  and  prosthetics  services,  intermediate  care,  dental  care,  respite  care, 
hospice  care  and  long  term  care.  Long  term  care  shall  include  institutional  care 
such  as  home  health  and  maintenance  services  which  would  preclude  or  defer 
institutionalization,  would  be  one  of  the  methods  which  could  minizize  long- 
term  institutionalization. 

•  The  VA  must  assure  availability  and  accessibility  of  care  for  eligible  veter- 
ans by  allocating  resources  and  assigning  and  reassigning  missions  to  facilities 
in  areas  wherein  the  optimum  number  of  veterans  will  be  served.  Contract  care 
should  be  provided  when  necessary. 

•  The  Department  of  Veterans-Veterans  Health  Administration  must  be  al- 
lowed to  share  medical  services,  equipment,  facilities  and  procurement  services 
with  other  medical  care  delivery  systems,  in  the  federal  and  private  sectors, 
with  a  goal  of  enhancement  of  medical  care  for  veterans.  Resources  of  the  VA 
must  be  directed  exclusively  to  the  care  of  veterans  until  any  expanded  universe 
of  veterans,  provided  by  eligibility  or  entitlement  reform,  has  been  offered  need- 
ed medical  care.  Then,  and  only  then,  should  the  VA  considering  services  to 
nonveterans. 

"I  agree  that  the  above  Tosition  of  Major  Veterans  Organizations  on  the  Delivery 
of  Veterans  Health  Care'  is  the  position  of  the  organzation  for  which  I  affix  my  sig- 
nature": 
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John  F.  Sommer,  Jr.  Charles  E.  Joeckel,  Jr. 

March  25,  1993  March  10,  1993 

The  American  Legion  Disabled  American  Veterans 

Larry  W.  Rivers 

March  25,  1993 
Veterans  of  Foreign  Wars 
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[From  The  Washington  Post,  May  6,  1992] 


SOCIAL  WELFARE  PROGRAMS 

FEDERAL  OUTLAYS  IN  BILLIONS  Of  CONSTANT  1991  DOLLARS 


Tkt  programs  created  in  tkg  broadly  d^tud  Great  Society  era.  spanning  the  presidency  of 
Lyndon  B.  Johnson  and  the  eariy  White  House  yten  of  Richard  M.  Nixon,  represented  the 
greatest  expansion  of  welfare  and  social  services  since  the  1935  Social  Security  Act. 
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PREPARED  STATEMENT  OF  GORDON  H.  MANSFIELD,  ACTING  EXECUTIVE 
DIRECTOR,  PARALYZED  VETERANS  OF  AMERICA 

Mr.  Chairman,  I  am  pleased  to  have  this  opportunity  to  participate  in  this  morn- 
ing's hearing.  I  wish  first  to  express  the  appreciation  of  the  Paralyzed  Veterans  of 
America  for  this  committee's  steadfast  advocacy  on  behalf  of  veterans. 

My  fellow  veterans  and  I  are  here  today  to  present  our  views,  and  to  voice  our 
concerns,  regarding  the  future  of  our  VA  health  care  system  as  the  nation  prepares 
for  sweeping  healtn  care  reform.  Like  all  organizations  with  an  interest  in  health 
care,  PVA  is  caught  up  in  the  accelerating  pace  of  the  debate  on  health  care  reform 
and  infused  with  the  sense  of  urgency  generated  by  the  President's  Task  Force. 
While  our  obligation  is  to  advocate  for  government  policies  that  will  ensure  spinal 
cord  injured  veterans  affordable  access  to  high-quality  medical  care,  our  interests 
extend  beyond  the  immediate  needs  of  our  members  to  include  concern  for  the 
health  of  all  veterans,  all  peoole  with  disabilities,  and  all  Americans. 

Specifically,  we  understand  the  Committee  wishes  to  hear  our  opinion,  this  morn- 
ing, on  how  the  Veterans  Health  Administration  (VHA),  functioning  as  an  Account- 
able Health  Plan  (AHP),  would  fare  in  competition  with  the  private  medical  sector. 
It  now  seems  quite  likely  that  the  Administration's  reform  proposal  will  feature 
some  meld  of  managed  competition  and  budget  constraints  from  above,  that  the 
basic  package  of  mecucal  benefits  will  be  considerably  more  than  "bare  bones",  and 
that  government  will  help  assure  universal  coverage. 

While  PVA  has  an  immediate  and  personal  understanding  of  veterans'  health  care 
needs  and  a  clear  vision  of  what  tomorrow's  VA  health  care  system  should  be,  we 
do  not  know  with  any  certainty  all  of  the  future  circumstances  associated  with  uni- 
versal health  ctire  coverage  under  managed  competition,  nor  all  of  the  factors  which 
will  exert  an  effect  on  the  VA  health  care  system.  The  remarks  we  make  today  must 
be  further  qualified  by  an  understanding  that  the  real  debate  on  national  health 
care  reform  will  begin  when  the  White  House  Task  Force  finishes  its  work  and  the 
President  sends  his  proposal  to  Congress.  We  can  address  broad  issues,  but  we  can- 
not offer  specific  recommendations  until  we  have  a  more  complete  picture  of  that 
post-reform  environment.  Nevertheless,  PVA  does  have  some  suggestions  for  how 
the  coming  impact  from  national  health  care  refonn  can  be  a  positive  opportunity 
for  enhancement  of  VA  provided  health  care. 

PVA  sincerely  believes  VHA  has  an  excellent  potential  to  compete  with  other 
health  care  provider  organizations.  There  are  some  VHA  features  which  will  facili- 
tate adjustment  to  an  environment  of  managed  competition.  The  VA  health  care  sys- 
tem has  always  operated  under  prospective  global  budgets  and  it  is  by  nature  a 
quasi-HMO  with  a  managed  care  mode  of  health  care  delivery.  There  is  little  reason 
for  any  defensive  practice  of  medicine  in  VHA.  And,  although  the  system  is  now  in- 
efficient, perennial  budget  shortfalls  have  certainly  made  its  managers  cost-con- 
scious. 

Competition  on  a  Level  Playing  Field 

To  achieve  fair  competition,  however,  the  playing  field  must  be  sufficiently  leveled 
by  the  elimination  of^  certain  regressive  forces  currently  operating  within  the  VA 
system,  and  by  adding  appropriate  incentives  to  encourage  veterans  to  select  VHA 
as  their  health  care  provider  of  choice. 

Consideration  for  such  achievement  follows. 

The  Potential 

As  you  know,  PVA  has  for  some  time  been  involved  in  the  Strategy  2000  study 
titled  The  VA  Responsibility  in  Tomorrow's  National  Health  Care  System"  featur- 
ing an  analysis  of  the  likely  impact  of  reform  on  the  VA  health  care  system.  It 
should  be  understood  that  the  widely  circulated  prediction  of  a  50  percent  VA  loss 
of  acute  medical/sui^cal  inpatient  care  and  a  25  percent  reduction  in  acute  out- 
patient care  would  occur  only  under  a  "worst  cast  competitive  type  scenario,  and 
would  depend  on  three  determinants — that  is,  a  very  generous  national  basic  medi- 
cal benefit  package,  no  significant  out-of-pocket  costs  for  veterans,  and  a  VA  system 
which  has  continued  to  deteriorate  under  a  decade  of  budget  shortfalls. 

Before  identifying  the  options  whereby  VHA  could  assume  a  collaborative  role  in 
tomorrow's  national  health  care  system,  the  Strategy  2000  report  stressed  the  need 
for  system  revitalization.  Solutions  must  be  found  lor  an  array  of  immediate  prob- 
lems— the  internal  regressive  factors  referenced  above.  Fragmented  entitlement,  in- 
adequate funding,  a  backlog  of  eauipment  and  maintenance  needs,  obsolete  practice 
patterns,  the  decimation  ofthe  VA  research  program,  and  a  mal-distribution  of  fa- 
cilities and  resources  all  compromise  VA's  ability  to  adapt  to  the  changes  that  re- 
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form  wUl  bring.  Although  these  problems  are  interrelated,  those  requiring  foremost 
attention  are  the  renovation  ana  restructuring  of  facilities  and  reform  of  veterans' 
entitlement  to  health  care  services. 

Renovation  and  Restructuring 

VHA  restructuring  could  yield  8aving[8  that  could  be  used  to  improve  access  and 
quality  or  to  expand  programs  for  which  there  is  unmet  demana.  Restructuring, 
however,  cannot  begin  without  knowing  the  range  of  services  VA  is  to  deliver  and 
the  expected  future  workload  which,  in  turn,  defend  on  the  specifics  of  entitlement 
reform  and  the  future  role  of  VHA  in  the  framework  of  the  national  system.  Also, 
restructuring  will  require  a  significant  investment  in  VHA  whidi  will  not  be  avail- 
able unless  there  is  a  consensus  that  VHA  has  a  future  as  a  component  of  the  na- 
tional health  care  delivery  and  financing  systems. 

Entitlement  Reform 

Entitlement  reform  is  the  critical  component  of  any  meaningful  strategy  for  VA 
health  care  system  recovery  and  the  necessary  precursor  of  any  valid  strategic  plan- 
ning for  realignment  of  VA  health  care  programs  and  facilities.  There  is  wide  spread 
agreement  that  entitlement  modification  must  be  accomplished  before  it  is  over- 
t^en  by  the  all  encompassing  congressional  debate  on  national  health  care  reform. 

VA  health  professionals  must  be  allowed  to  practice  contemporary  health  care. 
The  greatest  impediment  to  eflicient  delivery  of  health  care  is  the  current  morass 
of  veterans'  entitlement  to  that  care.  The  fragmented  and  confounding  entitlement 
rules  have  created  a  system  of  patient  management  within  the  VA  that  is  com- 
parable to  no  other.  VA  physicians  cannot  deliver  care  to  veterans  in  the  same  way 
it  is  delivered  in  the  private  sector.  They  must  use  the  modalities  of  care  for  a  given 
veteran  that  are  tied  to  his  level  of  entitlement. 

The  health  policy  statement  of  the  PVA  has  for  some  time  included  this  resolu- 
tion: Grant  all  Category  A  (Core-Group)  veteran  patients  clear  entitlement  to  all 
types  and  levels  of  VA  care,  including  preventive  care,  ambulatory  care,  hospital 
care,  nursing  home  care,  hospital-basea  home  care,  and  other  non-institutional  long- 
term  care  programs.  Provide  immediate  Core-Group  classification  to  all  catastropn- 
ically  disablea  veterans. 

This  recommendation  has  the  concurrence  of  all  VSOs  co-sponsoring  the  Inde- 
pendent Budget.  The  Mission  Commission  report,  published  last  year,  supports  the 
same  recommendation  with  the  statement  that  "All  veterans,  once  admitted  to  the 
VA  health  care  system,  should  be  accorded  the  full  continuum  of  services,  from  pre- 
ventive to  long  term  care  including  nursing  home  care."  The  General  Accounting  Of- 
fice, in  its  December  1992  Transition  Papers,  phrases  this  recommendation  more 
succinctly:  ".  .  .  remove  differences  in  eligibility  for  inpatient,  outpatient,  and  long- 
term  care  and  provide  service-connected  and  poor  veterans  with  a  mil  range  of  need- 
ed health  care  services." 

With  the  enactment  of  some  form  of  national  health  care  reform  on  the  horizon, 
VA  is  not  in  a  position  to  provide  the  same  continuity  of  care  for  a  given  condition 
as  an  individual  can  expect  to  receive  in  the  private  sector.  The  situation  is  such 
that  if  a  veteran  is  given  the  option  for  care  in  the  private  sector,  with  little  or  no 
out-of-pocket  cost,  many  medically-indigent  nonservice  connected  veterans  will  likely 
opt  for  care  in  the  private  sector  where  they  will  expect  high  quality  continuous  care 
to  be  provided  in  the  most  appropriate  setting.  This  inequity  must  be  corrected. 

Enrollment  Incentives 

Anticipating  the  VA  system  in  competition  with  other  AHPs,  the  circumstances 
under  which  a  veteran  must  exercise  his  choice  of  health  care  provider  should 
present  no  disincentives  for  a  VA/AHP  selection.  To  that  end — these  incentives  must 
De  incorporated  into  the  VA/AHP  of  tomorrow. 

The  full  continuum  of  care  must  be  available  to  all  veterans  who  select  the  VA/ 
AHP  as  their  provider  of  care.  This  coupled  with  the  establishment  of  clear  entitle- 
ment for  a  defined  Core-Group  will  eliminate  existing  impediments  for  access  to  the 
full  range  of  services  available  within  the  system. 

The  defined  Core-Group  veterans  must  have  unrestricted  access  to  VA  health  care 
regardless  of  their  inclusion  in  another  AHP.  For  the  Core-Group  veteran  who, 
whether  due  to  employment  or  other  circumstances,  is  a  participant  in  an  AHP 
other  than  the  VA,  the  nation's  responsibility  for  care  remains.  For  non-Core-Group 
veterans  the  VA/AHP  must  be  an  option  for  care.  If  the  VA/AHP  is  to  be  competi- 
tive, any  non-Core-Group  veteran  must  be  afforded  the  opportunity  to  select  VA  care 
in  lieu  of  private  sector  AHPs. 
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For  veterans  who  are  participants  in  non-VA/AHPs,  access  to  VA  specialized  serv- 
ices beyond  the  basic  benefit  package  defined  under  national  health  cea^  reform 
must  be  made  available.  Non-Core-Uroup  veterans  who  are  enrolled  in  an  AHP 
other  than  VA  must  also  be  able  to  access  those  VA  services  not  included  in  their 
AHP  basic  benefit  package.  The  cost  of  access  to  such  care  should  not  be  the  respon- 
sibility of  VA  or  the  government,  but  that  of  the  individual  veteran  or  his  AHP  car- 
rier. 

In  the  case  of  Core-Group  veterans,  VA  must  purchase  care  from  the  private  med- 
ical sector  when  such  needed  care  is  not  conveniently  available  in  a  VAMC.  Care 
must  be  purchased  from  the  local  private  medical  sector  for  all  Core-Group  patients, 
at  VA  expense,  when  VHA  acute  inpatient  care  or  ambulatory  care  is  only  available 
at  a  distance  in  excess  of  a  predetermined  range. 

Role  of  the  VHA  in  an  AHP  Environment 

In  addition  to  system  renovation,  entitlement  reform,  and  enrollment  incentives, 
there  remain  other  obvious  prerequisites  for  VHA  to  conform  successfully  with  the 
environment  of  an  implemented  competitive  universal  health  care  system. 

•  VA  must  have  adequate  fiscal  support  based  on  enrollment  and  capitation 
budgeting. 

•  VA  must  have  marketing  authority  and  capability  comparable  to  that  of 
other  AHPs. 

•  Staffing  within  VA  medical  facilities  must  be  brought  up  to  national  stand- 
ard criteria. 

•  Academic  afliliations  must  be  maintained  if  the  VHA  mission  as  a  national 
health  manpower  production  resource  is  not  to  be  lost. 

Patient  Mix  and  Expected  Workload:  VHA  as  an  AHP 

The  universal  basic  benefit  packa^  is  not  likely  to  include  adequate  coverage  for 
such  specialized  services  as  prosthetic  research  and  rehabilitation,  spinal  cord  medi- 
cine, blind  rehabilitation,  mental  illness,  war-related  post-traumatic  stress  dis- 
orders, substance  abuse,  geriatrics  and  long  term  care — the  very  specialties  in  which 
VHA  excels.  To  supplement  the  services  in  the  nation's  private  medical  sector  the 
VA/AHP  should  focus  on  those  services  accompanied  by  the  necessary  multi-discipli- 
nary clinical  support. 

Spinal  cord  injury  medicine  is  an  example  of  such  a  complex,  multi-specialty  serv- 
ice in  which  treatment  cannot  be  fragmented,  isolated,  nor  segregated.  SCI  treat- 
ment does  not  end  with  acute  care,  but  involves  a  comprehensive  continuity  of  life- 
long medical,  social  and  economic  support. 

I^t  us  examine  the  effect  of  national  health  care  reform  on  a  VA  health  care  sys- 
tem already  committed  to  veterans'  entitlement  reform.  Because  of  the  system  flexi- 
bility predicted  by  the  authors  of  the  managed  competition  concept,  preliminary  con- 
sideration must  also  be  given  to  various  configurations  of  VA  structure  and  services 
within  that  framework.  In  any  design  for  VA/private-sector  interface,  there  must  be 
assurance  of  complete  health  care  access  for  all  needy,  service  connected  and  cata- 
strophicaUy  disabled  veterans,  with  special  focus  on  the  specialized  programs  ref- 
erenced above. 

Workload  mix  can  be  controlled  in  each  VA  medical  center  through  sharing  agree- 
ments with  hospitals  and  clinical  facilities  of  affiliated  medical  schools,  the  Depart- 
ment of  Defense,  and  private  sector  providers  in  communities  where  VA  facilities 
are  located.  Long  term  care  access  would  be  controlled  by  the  number  of  VA  nursing 
home  beds  authorized  by  Congress  and  the  funds  appropriated  by  Congress  for 
nursing  home  care  outside  the  VA  in  both  the  state  and  community  facilities.  Prior- 
ity would  be  given  to  those  veterans  enrolled  as  VA  users  and  who  use  VA  as  the 
their  primary  care  giver.  Capacity  could  be  expanded  to  meet  demand  and  to  control 
case  mix  based  on  the  ability  of  VA  to  recover  the  cost  of  care  from  whatever  payors 
might  be  defined  by  national  health  care  reform  legislation  including  Medicare  and 
sharing  agreements. 

With  entitlement  reform  and  national  health  care  reform,  rural  hospitals  in  the 
VA  system  could  be  expected  to  provide  a  central  role  in  health  care.  They  could 
meet  more  of  the  healtn  care  needs  of  veterans  and,  through  sharing  agreements, 
meet  some  of  the  needs  of  the  community  of  which  they  are  a  part.  Sharing  agree- 
ments could  be  used  to  offset  VA's  cost  of  expanding  its  service  delivery  capabilities 
in  these  rural  settings. 

In  the  non-rural  areas,  especially  the  large  cities,  the  VA  program  should  be 
structured  to  fit  the  environment.  For  example  there  should  be  an  agreed  upon  rela- 
tionship between  the  number  of  psychiatric  beds,  both  acute  and  long-term,  in  the 
private  sector  and  the  VA.  These  cooperative  relationships  must  be  sufficient  to 
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meet  the  veteran  need  and  based  in  accordance  with  community  agreements  regard- 
ing VA's  market  share  responsibility.  The  same  approach  could  be  used  for  acute 
medicine  and  sureery  beds.  Such  planning  could  help  VA  fit  into  the  reformed  sys- 
tem in  an  optimal  way  through  planning  between  the  community  and  the  VA  to  as- 
sure veteran  health  care  needs  are  met.  This  would  be  especially  important  for  VA 
as  it  expands  its  capacity  to  meet  the  needs  of  its  veterans  who  require  specialized 
and  long  term  care  programs. 

Summary 

PVA  will  support  the  establishment  of  a  relationship  between  VA  and  the  ele- 
ments of  new  national  83r8tem  that  will  assure  a  '^evei  plajring  field"  to  allow  VA 
to  ooerate  in  a  competitive  environment. 

PVA  believes  that  given  entitlement  reform,  adequate  funding,  and  some  incen- 
tives to  help  balance  its  case  mix,  VA  can  thrive  in  a  competitive,  cost-conscious  en- 
vironment. In  fact,  we  believe  that  VA  will  be  in  a  stronger  position  if  it  is  inte- 
grated into  a  national  system  than  it  would  be  if  it  were  completely  isolated  and 
independent. 

All  veterans  should  understand  that  VA  will  have  to  change.  Even  if  national 
health  care  reform  were  not  on  the  horizon,  the  aging  and  migration  of  the  veteran 
population  and  the  evolution  of  the  practice  of  medicine  make  change  imperative. 

PVA's  prescription  for  the  VA  medical  care  system  has  three  elements;  specialize, 
concentrate,  and  share.  VA  will  have  to  specialize  in  what  it  does  best — prosthetics, 
rehabilitation,  treatment  of  spinal  cord  injury,  mental  health  services,  geriatric  and 
long  term  care.  VA  wiU  have  to  concentrate  its  high-tech  diagnostic  ana  therapeutic 
equipment  and  its  sui^ery  capability  in  regional  referral  centers.  Excess  resources 
in  under  utilized  hospitals  should  be  converted  to  provide  nursing  home  beds  and 
outpatient  services,  especially  to  support  non-institutional  long  term  care  programs. 
VA  should  review  and  reassign  the  missions  of  all  its  hospitals,  identifying  those 
that  are  to  be  centers  of  excellence  and  receive  referrals  from  networks  of  surround- 
ing hospitals  and  clinics. 

VA  will  have  to  broaden  the  system  of  sharing  a^ements  it  has  with  the  Depart- 
ment of  Defense,  academic  aflihates,  and  community  partners.  Sharing  agreements 
maximize  access  to  health  care  services  for  veterans  and  non-veterans  and  optimize 
the  use  of  scarce  medical  resources.  Sharing  broadens  the  case  mix  seen  in  VA  fa- 
cilities and  thereby  improves  VA's  ability  to  recruit  and  retain  quality  physicians. 

That  concludes  my  statement,  Mr.  Chairman.  I  would  be  pleased  to  respond  to 
questions. 


PREPARED  STATEMENT  OF  THOMAS  G.  KOTHEIMER,  JR.,  VA  OUTPATIENT 
CLINIC,  ORLANDO,  FLORIDA,  ON  BEHALF  OF  THE  VA  PHYSICIAN  ASSIST- 
ANTS ASSOCIATION  AND  THE  AMERICAN  ACADEMY  OF  PHYSICIAN  AS- 
SISTANTS 

Senator  Rockefeller  and  members  of  the  Committee.  On  behalf  of  the  American 
Academy  of  Physician  Assistants  and  the  Veterans  Affairs  Physician  Assistant  Asso- 
ciation, I  want  to  thank  you  for  this  opportunity  to  present  our  views  on  the  fiiture 
role  of  the  VA  under  national  health  care  reform. 

When  I  ej-aduated  from  the  University  of  Kentucky  PA  program  in  1968,  I  was 
one  of  the  first  PAs  in  the  country.  In  1972,  I  began  working  Tor  the  Veterans  Ad- 
ministration as  one  of  the  first  PAs  in  the  VA  system  and  have  seen  the  number 
of  PAs  grow  from  a  handful  in  1972  to  well  over  1,100  today.  Over  the  past  21 
years,  I  nave  seen  a  great  deal  of  change  within  the  VA.  I  hope  that  my  exoerienoe 
as  a  VA  PA  can  help  your  Committee  understand  what  is  right  with  the  VA,  but 
also  what  needs  to  be  changed. 

The  Academy's  testimony  is  predicated  on  the  presumption  that  the  VA  system 
will  continue  to  exist  even  after  health  care  reform.  While  we  realize  no  final  deci- 
sions have  been  made  on  what  the  new  delivery  system  will  look  like,  we  believe 
this  is  a  safe  conclusion  to  draw. 

Consequently,  we  have  focused  our  remarks  on  ways  the  VA  system  can  be  im- 
proved to  provide  more  cost-eflective,  quality  health  c£u^  to  our  nation's  veterans. 

The  VA  system,  unlike  most  other  hospitals  or  health  care  delivery  systems,  is 
in  excellent  position  to  do  well  in  the  post-reform  environment.  The  reason,  Mr. 
Chairman,  is  that  unlike  most  hospitals,  the  VA  has  a  great  deal  of  experience  oper- 
ating on  a  fixed  budget.  It  appears  that  fixed  budgets  will  be  a  central  part  of  the 
new  system. 
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Practitioners  and  facilities  that  can  provide  health  care  in  a  cost-eflective  manner 
will  also  be  in  great  demand.  Again,  the  VA  has  had  considerable  experience  in  this 
area.  This  does  not,  however,  mean  that  the  VA  won't  experience  some  difficulties. 

Last  month,  the  American  Academy  of  Physician  Assistants  had  the  honor  of  tes- 
tifying before  the  White  House  Health  Care  Reform  Task  Force.  It  was  one  of  12 
organizations  representing  health  care  interests  that  were  invited  to  appear  before 
the  Task  Force  at  its  one  and  only  public  hearing.  At  the  conclusion  of  our  panel. 
Vice  President  Gore  stated  that  increased  utilization  of  nonphysicians  was  a  major 
goal  of  the  reform  effort. 

We  were  heartened  by  this  observation  and  believe  it  is  consistent  with  the  goal 
of  establishing  a  health  care  delivery  system  that  provides  high-quality,  cost-eflec- 
tive, accessible  health  care.  Consequently,  we  anticipate  a  significant  increase  in  the 
utilization  of  PAs  as  a  result  of  the  reform  effort. 

While  this  observation  is  good  news  for  the  PA  profession,  it  should  sound  warn- 
ing bells  in  the  Department  of  Veterans  Affairs. 

A  significant  unanswered  question  of  health  care  reform  is  to  what  extent  will  the 
VA  have  to  compete  for  patients.  Witnesses  at  previous  hearings  have  raised  this 
question  and  we  believe  tnis  is  reaUy  the  key  question  for  the  VA.  If  veterans  have 
the  opportunity  to  access  private  facilities,  will  they  abandon  VA  facilities? 

We  believe  that  under  a  reformed  health  care  delivery  system,  the  VA  will  have 
to  compete  for  patients  in  ways  unheard  of  in  the  past.  Consequently,  the  VA  will 
have  to  be  more  responsive  to  market  forces.  The  VA's  ability  to  recruit  and  retain 
qualified  health  professionals  will  be  severely  strained  over  the  next  few  years. 

A  few  weeks  ago,  this  Committee  heard  testimony  from  the  Institute  of  Medicine 
(lOM)  on  the  lOM's  findings  and  recommendations  regarding  future  physician  staff- 
ing needs  of  the  VA.  As  you  know,  the  lOM  looked  at  the  VA's  utilization  of 
nonphysician  practitioners  (NPPs),  such  as  PAs,  as  part  of  this  study.  The  PA  pro- 
fession was  quite  pleased  with  the  lOM's  findings  and  recommendations  and  strong- 
ly encourages  Congress  and  the  VA  to  look  closely  at  the  recommendations  of  the 
Institute  of  Medicine  regarding  nonphysicians.  These  are: 

1.  Both  the  procedures  and  the  format  for  data  collection  should  be  revised 
so  that  the  impact  of  NPPs  on  physician  requirements  can  be  determined  with 
greater  specificity  than  at  present. 

2.  Continuing  education  on  the  use  of  NPPs  should  be  provided  to  VA  physi- 
cians, and  NPPs  should  receive  continuing  education  to  enhance  their  clinical 
skills. 

3.  The  VA  should  establish  academic  afTiliation  relationships  with  NPP  train- 
ing programs. 

4.  National  VA  guidelines  on  the  use  of  NPPs  should  be  strengthened  where 
they  exist,  established  where  they  do  not,  and  updated  on  a  regular  basis  over 
time. 

5.  National  VA  guidelines  should  allow  the  VAMC  adequate  flexibility  for  in- 
novation and  quality  control. 

6.  The  VA  should  support  research  projects  that  examine  the  range  of  activi- 
ties now  performed  by  these  practitioners  across  the  system. 

While  we  were  very  pleased  with  these  recommendations,  the  work  involved  in 
making  those  recommendations  is  illustrative  of  some  of  the  problems  we  see  facing 
the  VA. 

Three  years  ago,  the  American  Academy  of  Physician  Assistants  was  contacted  by 
the  lOM's  staff  for  assistance  in  preparing  its  report.  The  lOM  wanted  access  to  the 
Academy's  statistical  data  base  in  order  to  begin  assessing  where  PAs  were  working 
within  the  VA  and  their  impact  on  health  care  delivery.  What  we  wish  to  point  out 
is  not  that  we  had  this  information — we  did — but  rather  that  the  VA  did  not. 

When  the  Institute  of  Medicine  began  its  study,  the  VA  central  office  was  unable 
to  tell  the  lOM  staff  accurately  how  many  PAs  were  employed  by  the  VA  or  their 
specialties.  At  the  time,  the  VA  had  nearly  1,000  PAs  woreing  and  delivering  health 
care  but  had  no  idea  what  they  were  doing.  The  situation  is  little  changed  today. 

As  the  lOM's  final  report  states: 

The  main  problem  is  that  current  VA  data  systems  do  not  permit  one  to 
obtain  Full-Time-Equivalent  Employees  (FTEE)  allocated  to  PCAs  for  most 
of  the  nonphysician  providers  listed  above. 

In  other  words,  the  VA  central  office  might  be  able  to  tell  you  how  many  PAs  are 
employed  at  any  given  VA  facility,  but  they  cannot  tell  you  what  they  are  doing  (i.e. 
surgery,  urolo©r,  primary  care,  medicine,  etc.). 

Even  some  VA  facility  medical  directors  have  little  idea  what  impact  the  PAs  in 
that  facility  have  on  health  care  delivery.  The  physicians  can  tell  you,  the  PAs  can 
tell  you,  but  Administration  is  often  in  the  dark. 
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For  example,  as  I  mentioned  earlier,  I  have  been  employed  by  the  VA  for  the  past 
21  years.  For  the  last  18,  I  have  worked  at  the  Orlando  VA  occupying  a  "physiaan" 
position.  When  I  leave,  the  Orlando  VA  will  list  this  position  as  a  vacant  physician 
position  even  though  the  clinic  has  no  intention  of  recruiting  a  physician  for  this 
position.  The  facility  will  seek  to  recruit  a  PA  and  hopefully  fill  it  with  a  PA.  In 
other  words,  Mr.  Chairman,  as  far  as  the  VA  is  concerned,  I,  as  a  PA,  have  not  ex- 
isted for  the  past  18  years. 

Last  year,  I  saw  approximately  4,700  patients  with  little  or  no  physician  involve- 
ment in  the  patient  encounters.  Typically,  I  and  the  other  PAs  at  the  Orlando  out- 
patient clinic  consult  with  our  supervising  physicians  15  minutes  per  day.  Were  it 
not  for  the  necessity  of  having  my  supervising  physician  counter-sign  afl  the  pre- 
scriptions I  write,  even  refills,  I  would  not  need  to  consult  my  supervising  physician 
even  this  much. 

Why  is  any  of  this  important? 

As  the  lOM  and  the  PA  conununity  can  attest,  PAs  are  making  a  significant  con- 
tribution to  the  VA  system.  Unfortunately,  existing  VA  policies  and  data  collection 
efforts  give  little  acknowledgement  to  this  contribution. 

As  a  result,  many  of  my  colleagues  are  reassessing  their  careers  in  the  VA.  Many, 
like  me,  have  been  offered  numerous  opportunities  to  pursue  careers  in  the  private 
sector.  Many,  are  deciding  to  take  these  opportunities. 

With  the  new  resident  work  hours  in  place  and  a  chan^ng  marketplace,  the  VA 
will  find  it  increasingly  difficult  to  recruit  and  retain  quakfied  physician  assistants. 
Whether  or  not  central  office  chooses  to  recognize  the  PA  contribution,  this  will  have 
a  significant  impact  on  the  ability  of  many  VA  facilities  to  meet  their  patient  load 
demands. 

At  our  facility  in  Orlando,  PAs  constitute  less  than  15%  of  the  provider  staff  but 
last  year,  we  saw  23%  of  the  patients.  We  see  general  internal  medicine  patients, 
as  well  as  practicing  in  the  specialty  areas  of  cardiopulmonary  disease  clinic,  der- 
matology clmic,  stasis  ulcer  cunic  and  the  hypertensive  clinic.  In  addition,  we  pro- 
vide continuity  of  care  to  the  patients  of  our  physician  specialists  including  16  inter- 
nists, 6  psychiatrists  and  2  orthopaedic  physicians. 

In  a  new  world  where  the  VA  will  have  to  compete  for  patients  as  well  as  health 
care  providers,  we  are  concerned  about  the  VA's  ability  to  succeed. 

How  can  the  VA  even  begin  to  recruit  or  retain,  PAs  or  other  nonphysicians  when 
it  has  no  idea  what  PAs  or  NPs  do?  How  can  personnel  accurately  assess  a  PA's 
value  to  the  system  when  Administration  doesn't  even  begin  to  understand  what 
PAs  do?  Some  Administrators  seem  to  believe  that  PAs  ana  NPs  are  "support"  per- 
sonnel rather  than  physician  substitutes.  Consequently,  PAs  and  NPs  have  tradi- 
tionally had  low  pay  scales  in  the  VA.  Nearly  8(Wfc  of  all  PAs  employed  by  the  VA 
are  in  the  top  pay  grade.  Like  me,  they  can  look  forward  to  a  future  of  nothing  but 
cost-of-living  raises  and  even  these  will  be  reduced  under  the  new  budget. 

While  the  VA  recently  announced  some  changes  in  the  PA  pay  scale,  for  many 
of  us,  this  is  too  little,  too  late. 

We  believe  the  VA  makes  an  important  contribution  to  our  nation's  health  care 
delivery  system.  Not  just  for  veterans  but  non-veterans  as  well.  The  VA's  involve- 
ment in  medical  education  is  well  documented  and  necessary.  Consequently,  all 
Americans,  not  just  veterans,  have  a  vested  interest  in  seeing  the  VA  system  suc- 
ceed. 

In  order  to  succeed,  the  VA  must  make  some  significant  changes  in  its  staffing 
patterns  and  the  way  it  views  the  role  of  the  nonphysician.  Instead  of  seeing 
nonphysicians  as  "stop  gap"  providers  of  health  care,  the  VA  must  recognize  them 
as  valuable  contributors  to  the  VA  mission.  Positions  being  occupied  by  PAs  and 
NPs  should  be  listed  as  such.  Specific  recruitment  and  retention  strategies  must  be 
enacted  and,  as  recommended  by  the  lOM,  the  PA  guidelines  must  be  simplified  and 
made  more  flexible.  Finally,  the  VA  must  have  pay  policies  that  encourage  PAs  to 
remain  in  clinical  settings  rather  than  moving  into  administration. 

Adoption  of  these  recommendations  will  not  solve  all  of  the  VA's  problems  but  it 
will  at  least  give  the  VA  a  fighting  chance.  Former  Naw  Surgeon  General  James 
Zimble  adopted  the  saying,  "Charlie  Golf  One,"  as  the  Navy  Medical  Corps  motto. 
Charlie  Golf  One  is  a  flag  signal  which  means  "standing  by,  ready  to  assist."  The 
PA  profession  is  Charlie  Golf  One,  Mr.  Chairman,  stending  by,  ready  to  assist. 


PREPARED  STATEMENT  OF  DR.  GEORGE  McKAY,  MARSHALL  UNIVERSITY 
SCHOOL  OF  MEDICINE,  HUNTINGTON,  WEST  VIRGINL\ 

I  would  like  to  start  by  saying  that  while  I  am  here  as  a  representative  for  resi- 
dents who  work  in  VA  settings,  I  can  only  speak  with  expertise  about  the  VA  Medi- 
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cal  Center  of  which  I  am  most  familiar,  that  is  the  VA  Center  in  HuntinG;ton,  West 
Virginia,  affiliated  with  MarshaU  University  School  of  Medicine.  I  would  Tike  to  tell 
you  a  little  bit  about  myself.  While  I  was  not  bom  in  West  Virginia,  my  family 
moved  to  West  Virginia  from  Michigan  when  I  was  six  months  old.  I  was  raised  in 
Parkersbure,  West  Virginia  and  graduated  from  Parkersburg  High  School  and  at- 
tended the  Ohio  Dominican  College  in  Columbus,  Ohio,  where  I  received  my  under- 
graduate degree  in  Biology  with  a  minor  in  Chemistry.  I  graduated  magna  cum 
laude  in  1987. 

I  applied  to  several  medical  schools  both  in  Ohio  and  West  Virginia  and  was  ac- 
cepted for  training  at  both  West  Virginia  University  and  Marshall  University  very 
early  in  my  senior  year.  At  that  point,  when  I  was  sure  I  was  going  to  go  to  medical 
school,  I  canceled  my  interviews  at  the  Ohio  medical  schools.  My  decision  then  was 
between  WVU  and  Marshall  University  and  I  have  to  tell  you  it  took  me  quite  a 
long  time  and  many  phone  calls  to  finally  decide  that  between  the  two  schools  I  pre- 
ferred MarshaU. 

Number  one  because  class  size  was  so  much  smaller  and  number  two  after  speak- 
ing with  many  of  the  professors  at  the  two  universities,  I  felt  that  I  had  a  stronger 
ideologic  bond  with  the  professors  at  Marshall  and  that  they  were  more  concerned 
with  primary  care  medicine. 

I  knew  that  MarshaU  was  a  new  school  and  for  that  very  reason  I  felt  that  they 
would  be  more  broad-minded  and  prepared  to  move  into  the  future  of  medicine  rath- 
er than  admire  it  in  the  traditions  of  the  past. 

I  did  well  in  medical  school.  I  was  elected  to  Alpha  Omega  Alpha,  the  medical 
honor  society  when  I  was  a  third  year  medical  student  and  I  graduated  number  one 
in  my  class.  During  med  school  I  did  a  great  deal  of  my  training  at  the  Veterans 
Hospital  which  by  the  way  is  physically  attached  to  the  Medical  School.  During  my 
second  year  of  medical  school  I  received  my  physical  diagnosis  training  from  Dr. 
Maurice  Mufson,  who  happens  to  be  the  Chairman  of  the  Department  of  Internal 
Medicine  at  MarshaU.  We  did  this  training  at  the  Veterans  Hospital  where  the  vet- 
erans were  very  wUUng  to  help  young  medical  students  and  were  incredibly  patient 
when  Dr.  Mufson  would  bring  a  large  group  of  medical  students  in  the  room  and 
go  over  and  over  certain  physical  finding  or  a  pertinent  part  of  their  history. 

As  a  third  year  medical  student  when  I  was  on  ward  service  at  the  Veterans  Hos- 

Eital,  in  surgery  and  medicine,  my  experience  was  invaluable  in  that  I  not  only 
;amed  how  to  take  a  good  history  and  physical  and  develop  and  good  differential 
diagnosis  but  also  I  learned  how  to  be  a  good  phlebotomist  as  this  was  a  very  impor- 
tant part  of  my  job  as  a  third  year  medical  student.  I  also  learned  how  to  draw  sam- 
ples for  blood  gases  and  interpret  the  results,  how  to  place  foley  catheters  and  the 
proper  technique  when  obtaining  blood  cultures;  and  the  veterans  were  wonderful 
in  aUowing  me  to  do  this  to  them  under  supervision.  They  knew  I  was  a  student 
who  was  learning  but  this  did  not  seem  to  bother  them  or  upset  them  in  any  fash- 
ion. 

I  knew  midway  through  my  third  year  of  medical  school  that  I  wanted  to  enter 
primaiy  care  medicine  for  sure  and  was  torn  between  family  practice  and  internal 
medicine.  I  finally  decided  on  internal  medicine  at  MarshaU  where  one  of  the  main 
reasons  was  that  I  knew  I  would  have  the  opportunity  to  work  at  the  Veterans  Hos- 
pital. 

My  experience  as  an  intern  validated  my  decisions  to  stay  at  Marshall.  I  spent 
the  first  four  months  of  my  training  in  the  Veterans  Hospital.  My  first  month  in 
fact  was  in  the  intensive  care  unit.  In  that  month  I  learned  how  to  be  proficient 
at  placing  arterial  Unes,  the  insertion  of  central  venus  catheters  and  Swan-Gantz 
catheters  for  assessing  heart  function,  and  how  to  interpret  the  hemodynamic  infor- 
mation that  I  received  from  those  lines. 

I  also  learned  how  to  intubate  patients  under  emergency  situations.  I  had  excel- 
lent supervision  during  that  month  with  attending  physicians  in  both  cardiology  and 
pulmonology.  While  I  thou^t  I  was  busy  in  the  intensive  care  unit  it  was  nothing 
compared  to  the  next  three  months  of  floor  service.  While  I  can't  speak  for  all  Veter- 
ans Hospitals,  at  ours  the  work  load  on  floor  services  is  quite  heavy.  On  average 
we  admit  five  to  eight  patients  every  night  on  caU  and  on  the  days  that  we're  not 
on  call  that  evening  we  have  short  call  and  we  usually  admit  two  to  three  patients 
during  those  days.  So  on  average  we  were  carrying  12  to  20  patients  plus  adopting 
tasks  for  any  new  intern.  With  the  help  of  my  senior  residents  and  attending  physi- 
cians, I  felt  that  I  did  a  good  job  and  that  the  quality  of  care  was  high. 

Also  every  morning  we  have  morning  report  where  we  have  not  only  our  attend- 
ing physicians  present  but  other  attenmng  physicians  and  specialists  in  the  hospital 
who  come  togetner  to  hear  about  the  most  critical  and  interesting  cases  that  we  are 
admitting  during  the  evening.  This  always  turns  out  to  be  a  wonderful  teaching  sit- 
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uation.  New  insists  on  the  patients  condition  and  plans  for  therapeutic  interven- 
tions are  often  hammered  out  at  these  meetings. 

By  the  way,  to  illustrate  how  busy  we  are,  I  would  like  to  mention  the  new  out- 
reach clinic  that  the  VA  has  at  Prestonsburg,  Kentucky.  When  the  facility  was  built, 
it  w£is  felt  that  it  would  see  on  the  average  20  patients  a  day.  But  in  reality  it  sees 
nearly  double  that  every  day,  37+  patients,  many  of  whom  have  not  have  any  prior 
care  to  speak  of.  It  is  often  surprising  to  see  just  how  ill  these  people  truly  are  when 
they  present  to  these  clinics. 

Marshall  University  and  the  Veterans  Hospital  in  Huntington  are  ideally  located 
in  what  would  otherwise  be  a  doubly  underserved  area  of  southern  West  Virginia, 
southern  Ohio  and  much  of  eastern  Kentucky.  When  I  say  doubly  underserved,  I 
mean  that  not  only  are  there  not  enough  primary  care  physicians  for  the  general 
public  but  you  can  image  the  pressure  this  then  applies  to  the  veterans  vmo  not 
only  can't  get  in  to  see  the  overworked  private  physicians  but,  until  the  Veterans 
Hospital  and  the  Outreach  Clinics  were  establishecC  did  not  have  any  access  to  the 
Veterans  system. 

My  feeling  is  that  without  the  Veterans  Hospitals  medical  training  would  deterio- 
rate badly.  Of  the  170  odd  Veterans  Hospitals,  120  of  them  are  afiuiated  with  uni- 
versities and  medical  schools.  Currently  about  60%  or  more  of  all  medical  doctors 
receive  a  part  of  their  training  through  Veterans  Hospitals.  I  can  tell  you  from  my 
experience  that  without  the  Veterans  Hospitals  my  training  would  have  been  se- 
verely deficient. 

I  tnink  at  Marshall  a  symbiotic  relationship  exists  between  the  Veterans  Hospital 
and  the  Medical  School  in  that  the  Medical  School  would  probably  not  exist  if  it 
weren't  for  the  Veterans  Hospital  which  acts  as  its  major  teaching  hospital  and  that 
the  Veterans  Hospital  would  not  be  able  to  serve  as  many  veterans  as  it  does  now 
without  the  physicians  and  residents  of  the  medical  school.  I  think  Marshall  Univer- 
sity School  of  Medicine  is  an  excellent  model  for  the  way  Veterans  Hospitals  should 
be  run  in  the  future.  While  in  the  private  setting  one  physician  could  probably  take 
care  of  10  to  12  patients,  in  a  hospital  and  his  office,  in  the  Veterans  system  aflih- 
ated  with  the  medical  school,  one  attending  physician  could  take  care  of  upwards 
of  40  hospitalized  patients  without  a  deficiency  in  quality  and  in  fact  I  think  there 
is  an  improvement  in  quality.  I  can  say  this  because  each  patient  has  more  than 
one  skilled  person  taking  care  of  them.  There  is  the  intern  who  admits  the  patient, 
the  senior  resident  who  supervises  the  intern  and  the  attending  physician  who  su- 
pervises both  of  them.  There  is  also  morning  report  where  each  patient  that  is  criti- 
cally ill  is  examined  by  a  complete  complement  of  specialists  in  cardiology, 
Fulmonology,  oncology,  etc.  So  all  in  all  everyone  benefits  but  especially  the  patient, 
think  that  insteaa  of  building  university  hospitals  the  money  would  be  better 
spent  investing  in  the  Veterans  system  and  usine  Veterans  Hospitals  as  essentially 
teadiing  hospitals.  I  think  that  all  med  schools  should  have  an  obligation  to  taking 
care  of  veterans  and  should  be  afiiliated  with  Veterans  Hospitals. 

In  conclusion  I  would  like  to  say  that  I  am  firmly  committed  to  primary  care  med- 
icine and  that  I  am  even  entertaining  the  possibility  of  remaining  in  academic  medi- 
cine at  Marshall  University  as  part  of  faculty.  If  this  were  to  happen,  I  would  hope 
that  our  Veterans  Hospital  would  still  be  alive  and  well  so  that  I  might  have  tne 
opportunity  to  do  some  of  my  teaching  there. 

Thank  you  very  much. 


PREPARED  STATEMENT  OF  DR.  THOMAS  L.  GARTHWAITE,  CHIEF  OF 
STAFF,  CLEMENT  J.  ZABLOCKI  VA  MEDICAL  CENTER,  MILWAUKEE,  WIS- 
CONSIN, ON  BEHALF  OF  THE  NATIONAL  ASSOCIATION  OF  VA  CHIEFS  OF 
STAFF 

Mr.  Chairman  tmd  Members  of  the  Committee,  it  is  a  privilege  to  represent  the 
National  Association  of  VA  Chiefs  of  Staff  and  to  address  tnis  Committee  on  the  role 
of  the  VA  in  a  reformed  United  States  health  care  system.  Since  the  final  reform 
package  has  not  been  released,  I  find  it  difficult  to  speculate  on  its  content  or  its 
impact  on  VA.  While  the  future  environment  for  VA  health  care  remains  uncertain, 
it  IS  possible  to  propose  improvements  in  the  VA  system  which  would  enhance  the 
ability  of  our  system  to  meet  the  needs  of  our  patients  and  would  make  the  system 
adaptable  to  change.  As  an  active  clinician  who  is  also  an  administrator,  I  look  for- 
ward to  working  with  you  to  build  on  the  accomplishments  of  the  VA  and  to  develop 
a  vision  of  what  the  VA  health  care  system  might  become. 

Today,  VA  provides  quality  care  to  highly  entitled  veterans.  In  the  future,  a  policy 
which  would  allow  VA  to  also  compete  for  any  insured  veterans  could  maintain  the 
strengths  of  the  VA  health  care  system  at  little  expense  to  the  taxpayer.  If  all  veter- 
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ans  could  chose  between  the  VA  and  the  private  sector  for  care,  VA  would  be  forced 
to  demonstrate  high  quality  and  convenience  at  a  low  cost. 

Today,  VA  reflects  the  national  trend  of  episodic,  specialty  oriented  care.  In  the 
future,  VA  could  lead  a  national  effort  to  train  primary  care  providers  and  provide 
models  of  preventive  and  continuous  care. 

Today,  VA  leads  the  nation  in  special  programs  for  homelessness,  drug  and  alco- 
hol abuse,  mental  illness,  spinal  cord  injury,  geriatrics,  prosthetics  research  and  re- 
habilitation. In  the  fiiture,  VA  could  beneflt  others  by  continuing  to  share  our 
knowledge  and  by  contracting  to  provide  these  services  where  they  are  needed  but 
not  present. 

Today,  the  quality  of  VA  health  care  is  criticized  for  specific  adverse  incidents  but 
when  studied  systematically  VA  care  is  found  to  be  as  good  as  or  better  than  that 
in  the  private  sector.  In  the  future,  VA  could  be  recognized  as  a  leader  in  the  meas- 
urement and  improvement  of  quality  of  clinical  care. 

Today,  resources  are  distributed  based  on  diagnostic  related  groups  known  as 
DRG's.  While  workload,  quality,  and  funding  are  critically  dependent  on  each  other 
in  the  medical  center,  they  are  independent  in  the  current  budgeting  process.  Re- 
source allocation  methods  dictate  policy  rather  than  supporting  it.  In  the  future,  VA 
funding  could  be  based  on  reimbursement  rates  derived  from  the  competitive  mar- 
ket and  could  reward  the  quantity,  quality  and  appropriateness  of  the  care  provided. 

Today,  the  structure  of  VA  healthcare  is  dictated  more  by  politics  than  planning. 
Mission  realignments  are  few  and  usually  painful.  Medical  center  program  develop- 
ment considers  the  local  desires  but  rarely  the  system's  need.  In  the  future,  the 
structure  of  the  VA  health  care  system  could  be  designed  to  allow  medical  centers 
to  develop  a  system  of  healthcare  based  on  a  team  concept.  Duplication  and  low  vol- 
ume programs  could  be  eliminated  and  efficiency  could  be  enhanced. 

Today,  problems  in  the  system  are  found  by  retrospective  review  performed  by  ex- 
ternal inspectors  and  blame  is  oflen  assigned  to  individuals.  Policy  and  regulations 
are  written,  with  good  intention,  to  forbid  reoccurrence  of  similar  problems.  In  the 
future,  VA  could  lead  all  of  government  in  living  the  principles  of  continuous  quality 
improvement.  Oversight  committees  such  as  this  one  and  practitioners  in  the  field 
could  work  together  to  develop  measures  which  assess  whether  care  is  of  high  qual- 
ity and  efficiency.  Education  could  replace  excessive  policy  and  regulation. 

Today,  the  VA  patient  care  computer  system  is  the  most  integrated  available  de- 
spite the  fact  that  VA  spends  an  industry  low  of  1.9%  of  its  operating  budget  on 
information  systems.  In  the  future,  DHCP  could  be  the  standard  to  which  all  health 
care  computer  systems  are  compared.  It  is  my  personal  opinion  that  the  federal  gov- 
ernment must  lead  the  effort  to  develop  a  computerized  clinical  record.  The  VA 
health  care  system  could  be  an  ideal  laboratory  for  development  and  testing.  With 
25%  of  the  $900  billion  spent  on  health  care  being  spent  on  administration  and  ad- 
ditional dollars  being  spent  on  ineffective  care,  the  development  of  the  computerized 
clinical  record  is  the  key  to  cost  savings  and  quality  in  the  long  term. 

Today,  affiliations  with  academic  institutions  provide  a  win-win  situation:  the  VA 
medical  centers  benefit  by  having  high  quality  staff  and  an  academic  atmosphere 
while  the  affiliated  institutions  benefit  from  the  rich  clinical  and  research  environ- 
ment provided  by  VA.  Veterans  and  society  also  benefit  from  the  health  care  provid- 
ers trained  in  VA  and  from  the  advances  in  clinical  research.  In  the  future,  the  af- 
filiation partners  might  worii  together  to  solve  additional  problems  which  they  have 
in  common  such  as  the  shortage  of  primary  care  physicians. 

Today,  VA  research  is  highly  respected  for  its  quality  and  has  a  clinical  focus 
which  is  not  prevalent  in  research  funded  through  other  sources.  The  availability 
of  research  funding  allows  VA  to  hire  highly  competent  physicians  at  rates  signifi- 
cantly below  those  in  the  private  sector.  In  the  future,  consistent  funding  from  year 
to  year  could  attract  the  best  and  brightest  young  scientists  to  careers  in  clinical 
research  and  allow  VA  to  continue  to  hire  quality  physicians  at  bargain  prices. 

In  summary,  today,  VA  health  care  employees  do  an  outstanding  job  in  caring  for 
a  hi^ly  entitled  segment  of  this  nation's  veterans.  At  the  same  time,  the  system 
provides  additional  value  to  the  nation  through  its  educational  and  research  activi- 
ties. In  the  future,  an  enhanced  VA  could  provide  tomorrow's  care  to  veterans,  could 
compete  to  provide  care  for  additional  funded  veterans,  and  could  adapt  to  a  con- 
stantly changing  health  care  environment. 
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PREPARED  STATEMENT  OF  DR.  DANIEL  VAN  KAMMEN,  CHIEF  OF  STAFF. 
HIGHLAND  DRIVE  VA  MEDICAL  CENTER,  PITTSBURGH,  PENNSYLVANIA, 
ON  BEHALF  OF  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 

Mr.  Chairman  and  Members  of  the  Committee,  I  appear  before  you  today  on  be- 
half of  the  American  Psychiatric  Association,  a  medical  specialty  society  represent- 
ing more  than  38,000  psychiatrists  nationwide.  I  am  Darnel  P.  van  Kammen,  M.D., 
Ph.D.,  Chief  of  Staff  of  the  Highland  Drive  VA  Medical  Center  in  Pittsburgh,  PA, 
Professor  of  Psychiatry,  University  of  Pittsburgh  Medical  School  and  a  researcher 
of  schizophrenia.  We  appreciate  having  the  opoortunity  to  appear  before  you  today 
to  testify  about  the  role  of  the  Department  of  Veterans  Affairs  as  we  move  toward 
national  health  care  reform,  even  though  it  is  uncertain  today  what  form  it  will 
take. 

Because  many  menttdly  iU  veterans  do  not  have  strong  advocacy  groups  to  speak 
on  their  behalf,  the  APA  feels  it  must  undertake  that  role.  Unfortunately,  millions 
of  Americans  are  unaware  that  over  the  past  two  decades  therapeutic  treatment  op- 
tions for  specific  mental  disorders  of  our  VA  patients  have  become  more  numerous, 
more  specific,  and  more  effective.  As  the  recent  landmark  NIH  report  stated:  "For 
people  with  severe  mental  disorders,  the  chances  of  obtaining  significant  benefit 
through  treatment  have  never  been  better.  The  VA,  with  its  171  hospitals,  out- 
patient clinics,  veterans  outreach  centers,  domiciliaries,  nursing  homes  and  veterans 
homes,  is  a  national  resource  and  laboratory  for  the  fiiture  health  care  of  this  na- 
tion. Although  the  VA  Health  Care  Network  is  not  a  microcosm  of  American  society, 
the  fundinc  and  polic/  issues  mirror  those  of  many  proposed  national  health  care 
systems.  TTie  VA  is  also  an  overregulated,  heavily  scrutinized  but  accountable  sys- 
tem. Although  our  population  is  predominantly  male,  the  VA  has  become  more  re- 
sponsive and  sensitive  to  the  female  veterans.  Our  clientele  is  aging  faster  than  the 
rest  of  the  country;  and  while  many  are  poor,  still  forty-five  percent  who  come  to 
us  have  private  insurance.  The  VAs  unique  situation  provides  the  nation  with  a 
look  into  the  future  of  American  health  care.  It  provides  all  of  us  with  a  great  oppor- 
tunity to  develop  a  health  care  delivery  system  that  is  meaningful  and  cost  con- 
tained. 

The  Highland  Drive  VAMC  as  a  Psychiathic  Care  Provider 

I  will  take  our  Highland  Drive  MC  in  Pittsburgh  as  an  example  of  how  it  works. 
Highland  Drive  VAMC  serves  as  the  tertiary  neuropsychiatric  facility  for  Western 
Pennsylvania,  forty  percent  of  West  Vii^ginia  and  some  counties  of  Ohio.  We  serve 
a  large  city,  Pittsburgh  and  Allegheny  county  but  also  a  large  rural  area.  Our  pri- 
mary service  area  has  about  749,000  veterans.  In  Fiscal  Year  1992,  there  were  3,371 
discharges  and  over  92,000  outpatient  visits  at  the  HD  VA  Medical  Center.  We  have 
volunteers  driving  vans  that  have  been  given  to  the  VAMC  by  service  organizations, 
which  allows  access  to  care  of  veterans  in  rural  areas  that  live  too  far  or  cannot 
afford  to  come  as  needed.  For  instance,  Mr.  Chairman,  the  Veterans  Outreach  Cen- 
ter in  Wheeling,  West  Virginia  refers  many  patients  to  us.  Of  these  referrals,  67.2% 
come  from  Wheeling,  West  Virginia.  Other  places  are  Clarksbui^g,  Huntington,  Par- 
kersburg,  Charleston,  and  Beckley;  whereas  78.9%  of  the  referrals  from  Ohio  come 
from  Steubenville  and  Youngstown.  The  Hi^land  Drive  VAMC  has  an  operating 
budget  of  about  $60,000,000  and  has  about  1,100  employees.  The  Highland  Drive 
VAMC  also  is  responsible  for  the  consultation  services  at  the  University  Drive 
VAMC  in  Pittsburg.  It  is  a  well-kept  secret  that  when  psychiatric  consultations  are 
easily  available  in  non-psychiatric  hospitals,  the  length  of  stay  of  medical  and  sur- 
gical patients  decreases. 

In  the  VA,  psychiatry  assumes  a  large  primaiy  care  delivery  role.  Psychiatrists 
are  already  the  primary  physicians  for  psychiatric  inpatients,  while  internists  are 
readily  available  as  consultants.  Frequently,  the  psychiatrist  is  the  onlv  long-term 
primary  care  provider,  for  many  chronic  patients.  Patients  may  be  under  the  care 
of  a  surgeon  or  subspecialist  for  a  brief  period,  it  is  the  psychiatrist  with  whom 
these  patients  will  have  a  long-term  relationship.  To  give  an  example,  at  the  High- 
land Drive  VAMC  there  are  general  medical  outpatient  clinics  for  patients  who  have 
entered  care  in  our  medical  center.  Such  clinics  provide  integrated  care  whether  it 
is  for  diabetes,  hypertension,  ophthalmology  or  schizophrenia.  For  many  veterans 
this  hospital  is  their  only  primary  health  care  provider.  Rather  than  going  to  an 
Emergency  Room,  they  come  to  the  Admission  and  Evaluation  Center  which  directs 
them  to  those  providers  who  will  attend  to  their  needs,  or  takes  care  of  minor  con- 
cerns. If  more  specialized  internal  medical  care  or  surgery  is  required,  veterans  are 
referred  to  the  University  Drive  VAMC  about  4  miles  away.  Patients  who  receive 
psychiatric  inpatient  care  at  the  Highland  Drive  VAMC  return  to  the  Claiksburg 
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VAMC,  or  to  the  Erie,  Altoona  or  Butler  VAMCs  in  Western  Pennsylvania  as  clini- 
cally indicated. 

A  patient  who  enters  our  center  for  care  is  evaluated  first  by  a  triage  nurse  to 
determine  whether  the  veteran  needs  to  be  seen  immediately  by  a  physician,  needs 
outpatient  care,  a  prescription  refill,  etc.  In  the  meantime,  the  eligioiuty  is  checked 
by  our  medical  administration  services  while  his  or  her  medical  record  is  pulled  up. 
If  an  admission  at  Highland  Drive  is  indicated  following  a  historj'  and  physical,  the 
patient  is  then  prepared  to  be  moved  to  a  specific  unit.  For  someone  with  an  acute 
psychotic  episode  or  suicide  attempt  the  patient  will  be  closely  observed.  The  aver- 
age length  of  stay  is  about  two  weeKs  and  for  long  term  care  208  days. 

In  aodition  to  acute  psychiatric  admission  units,  we  have  other  specialized  inpa- 
tient care  such  as  long-term  and  osychiatric  respite/relapse  prevention.  One  unit 
provides  care  to  female  veterans,  while  others  will  only  evaluate  and  treat  patients 
over  60  years  of  age.  The  neurobehavioral  unit,  which  evaluates  patients  with  psy- 
chiatric problems  that  may  have  a  neurological  basis,  has  an  inpatient,  outpatient 
and  a  consultation  program;  the  substance  abuse  treatment  program  consists  of  a 
three  week  inpatient  program,  a  one  week  inpatient  relapse  program  associated 
with  outpatient  relapse  prevention  programs  and  clinics  for  metnadone  mainte- 
nance, domestic  violence,  and  the  PTSD  and  geriatric  programs  relating  to  sub- 
stance abuse.  There  is  also  an  internationally  respected  Schizophrenia  Research 
Unit,  where  resident  fellows,  psychiatrists  and  medical  students  from  the  University 
of  Pittsburgh  and  different  countries  come  to  study  this  severe  mental  illness.  This 
Schizophrenia  Research  Unit  also  has  an  outpatient  program.  A  sleep  laboratory, 
which  was  set  up  in  particular  to  study  and  evaluate  PTSD  of  former  prisoners-of- 
war  and  veterans  with  PTSD,  also  works  with  patients  of  the  Schizophrenia  Re- 
search Unit. 

Psychiatric  residents  from  the  University  of  Pittsburgh  Medical  School,  Depart- 
ment of  Psychiatry,  rotate  through  several  of  these  programs.  Other  programs  that 
Satients  have  access  to  are  the  Regional  Center  for  Former  POWs,  Post  Traumatic 
tress  Disorder  (PTSD)  Clinical  Team.  This  clinical  PTSD  team  became  very  active, 
first  in  the  preparation  and  subsequently  with  care  for  the  survivors  of  the  14th 
Quartermaster  unit  that  was  hit  in  the  Scud  missile  attack  in  Saudi  Arabia.  Tliis 
enthusiastic  team  went  out  of  their  way  to  meet  with  these  veterans  on  their  return 
and  are  stUl  involved  with  some  of  these  veterans  and  their  spouses.  Then  there 
are  the  Adult  Day  Care  Center/Day  Treatment  Center,  Compensated  Work  Therapy 
and  Therapeutic  Residence  Program,  which  also  link  up  with  the  Health  Care  tor 
Homeless  Veterans  (HCHV)  program.  These  programs  have  a  strong  link  with  the 
community.  The  close  working  relationships  with  veterans'  service  organizations 
such  as  Tne  American  Legion,  Vietnam  Veterans,  and  the  Jewish  War  Veterans  is 
a  model  for  the  country.  Our  Psychiatric  Nursing  Home  Care  Unit  and  the  Home- 
less Domiciliary  are  both  approved  and  funded,  while  a  State  Veterans  Home  will 
be  built  on  our  grounds.  We  are  also  proud  of  numerous  other  programs,  most  nota- 
bly a  comprehensive  information  resources  management  center  which  designs,  de- 
velops, tests,  implements  and  repairs  hardware  and  software  for  Highland  Drive  as 
well  as  more  than  300  other  VA  entities  through  out  the  United  States.  The  center 
also  provides  extensive  computer  training  for  the  VA  and  numerous  other  federal 
departments  and  agencies.  Other  ongoing  projects  include  development  of  a  point- 
of-care  data  input  system,  increased  availability  of  information  at  the  bed  side  or 
point  of  care,  telecommunication  strategies  for  data  and  voice  transfer,  storage  and 
retrieval  with  no  loss  of  data,  creation  of  a  patient  data  card,  and  both  in-house  and 
remote  electronic  medical  records.  Other  information  resources  management  pro- 
grams at  Highland  Drive  include  the  Regional  Information  and  System  Training 
Center,  Regional  Cooperative  Administrative  Support  Unit  Information  Systems 
Training  Center,  National  Substance  Abuse  Software  Testing  and  Development  Cen- 
ter, which  include  the  National  PTSD/Substance  Abuse  Hardware/Software  Dis- 
tribution and  Contract  Center  and  the  National  Mental  Health  Information  Systems 
Maintenance  Center.  These  programs  exemplify  the  VA's  contribution  to  the  com- 
puterization of  the  health  care  in  the  VA  and  the  nation.  Computerization  of  the 
medical  record,  will  provide  greater  and  faster  access  to  Quality  Assurance,  Utiliza- 
tion Review,  Risk  Management,  Continuous  Quality  Improvement  (CQI)  data  and 
to  profiles  of  different  health  care  providers.  Such  computerization  should  decrease 
dramatically  the  enormous  administrative  overhead  of  medical  care.  Twenty-five 
percent  of  the  $900  biUion  spent  on  health  care  in  this  nation  is  responsible  for  this 
overhead.  Other  plans  are  to  develop  a  computerized  medical  record  on  a  patient 
data  card,  so  that  all  information  comes  with  the  patient. 

Melvin  Sabshin,  M.D.,  APA  Medical  Director,  testifying  before  the  White  House 
Task  Force  on  Health  Care  Reform  on  March  29,  1993,  noted  that  9%  of  the  Amer- 
ican adult  population  have  disabling  psychiatric  symptoms  that  last  longer  than  a 
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year,  and  that  nationwide  psychiatric  patients  consume  10%  of  the  direct  costs  of 
the  nation's  health  bill  ($67  billion).  What  is  not  calculated  in  these  numbers  is  the 
lost  time  and  productivity  to  this  nation  because  of  the  failure  of  our  health  care 
system  to  identify  and  treat  mental  health  problems  in  a  timely  fashion. 

The  VA  as  a  Primary  Care  PROvroER 

In  many  ways  the  VA  is  an  HMO  that  already  is  competing  for  patients.  In  spite 
of  not  being  able  to  advertise  and  in  spite  of  bad  press  coverage  and  outdated  re- 
ports about  inadequate  care,  fully  fifty  percent  of  all  eligible  veterans  with  psy- 
chiatric disorders  use  the  VA  for  their  psydiiatric  care.  Forty  percent  of  VA  inpa- 
tient days  are  attributable  to  patients  with  neuropsychiatric  or  addictive  disorders. 
In  the  VA,  neuropsychiatric  hospitals  frequently  mnction  as  primary  care  facilities 
and  psychiatrists  function  as  the  primaiy  care  physicians  for  patients  with  chronic 
psychiatric  illnesses.  To  give  an  example,  at  the  Highland  Drive  VAMC  in  Pitts- 
burgh, there  are  general  medical  outpatient  clinics  specifically  set  up  for  patients 
who  are  being  treated  for  psychiatric  illnesses. 

Thus,  in  our  hospital,  the  psychiatrist  is  the  primary  care  provider  and  coordina- 
tor for  our  psychiatric  patients  health  care.  We  provide  an  integrated  continuity  of 
care  to  our  patients  for  such  comorbidities  as  diabetes,  hypertension,  schizophrenia 
and  PTSD.  Only  when  more  intensive  or  specialized  care  is  required  will  the  veter- 
ans be  referred  to  the  general  medical  and  surgical  hospital. 

Early  Detection  and  Treatment  of  Psychiatric  Illnesses 

Access  to  mental  health  care  is  limited  in  this  country.  Information  about  what 
can  be  done  for  psychiatric  symptoms,  or  what  are  treatable  psychiatric  symptoms 
are  still  hidden  behind  prejudice,  misunderstanding  and  stigma,  rooted  in  fear  and 
ignorance.  Early  detection  and  treatment  can  prevent  or  decrease  the  risk  of  perma- 
nent disability  and  chronicity.  For  example,  last  week,  we  admitted  a  24  year  old 
veteran  with  schizophrenia  at  the  Highland  Drive  VAMC,  who  had  been  psychotic 
for  8  months  prior  to  coming  to  psychiatric  attention.  The  family  nor  the  non-psy- 
chiatric physician  whom  he  went  to  see  recognized  the  symptoms  or  asked  the  right 
questions.  With  a  better  educated  public  that  sees  mental  illness  as  treatable  and 
not  as  a  disgrace,  we  can  decrease  the  suffering  of  our  citizens.  In  a  better  inte- 
grated medical  care  system  this  young  man  should  have  been  diagnosed  earlier  and 
treated  sooner.  This  is  important  because  the  data  show  that  early  detection  and 
treatment  of  the  first  psychotic  episode  leads  to  better  recovery.  Psychiatry  needs 
to  be  more  effective  in  educating  the  public  about  what  can  and  cannot  be  expected. 
Fortunately,  the  National  Institute  of  Mental  Health  (NIMH),  the  APA  and 
consumer  groups,  such  as  the  National  Alliance  for  the  Mentally  Dl  (NAMI)  and  the 
National  Alliance  for  Research  on  Schizophrenia  and  Depression  (NARSAD)  are 
speaking  up  about  the  need  to  educate  the  public  and  increase  support  for  mental 
health  research. 

The  VA  is  at  the  forefront  of  American  psydiiatry  in  leading  the  change  from  pro- 
tracted inpatient  care  to  progressive  outpatient  care.  For  example,  our  hospital  has 
pioneered  a  psychiatric  respite  and  relapse  prevention  program  for  the  chronically 
mentally  ill  that  decreased  crisis-relatea  admissions  by  combining  scheduled  short 
hospital  stays  with  regular  outpatient  follow-ups.  These  short  scheduled  inpatient 
stays,  which  are  schemiled  the  day  the  patient  leaves,  enable  patients  to  function 
outside  the  hospital  and  allow  for  care  on  units  with  minimal  staffmg,  rather  than 
on  more  costly  acute  admission  inpatient  units.  Also,  the  regular  scheduling  of  these 
hospitalizations  is  not  as  disruptive  for  the  patients  and  their  caretakers;  they  allow 
patients  to  maintain  their  optimal  functioning  in  the  community,  rather  than  spend- 
ing a  lot  of  time  in  the  hospital  for  crisis  management.  This  program  is  still  evolv- 
ing. 

The  Special  Expertise  of  the  VA  in  the  Care  of  the  Mentally  III 

Because  of  its  unique  population,  the  VA  has  developed  a  special  expertise  in  the 
care  of  patients  with  Post  Traumatic  Stress  Disorder  (the  VA  played  a  crucial  role 
in  showing  that  PTSD  is  a  valid  disorder),  geriatric  patients,  patients  with  addictive 
disorders,  the  chronically  mentally  ill  and  the  homeless.  High  quality  research  in 
these  areas  has  helped  the  VA  to  achieve  its  excellence  in  developing  treatments 
that  work  best  for  these  veterans.  The  VA  is  also  a  leader  in  developing  iimovative 
cost  effective  programs  for  the  homeless.  For  example,  in  Pittsburgh,  the  VA,  in  col- 
laboration with  Veteran  Service  Organizations,  has  renovated  houses  where  home- 
less veterans  can  take  care  of  themselves  in  a  minimally  supervised  environment 
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and  develop  the  skills  necessary  to  become  fully  integrated  within  the  community 
once  again. 

VA  AS  A  Training  Ground  for  Future  Psychiatrists 

One  of  every  eieht  psychiatric  inpatient  admissions  in  the  nation  is  to  a  VA  psy- 
chiatry service.  VA  physicians  usually  are  university-afliliated  and  VA  hospitals 
function  as  important  training  facilities  for  medical  students  and  residents  in  psy- 
chiatry. More  than  fifty  percent  of  physicians  of  this  nation  have  received  a  part 
of  their  training  in  the  VA.  In  the  future  a  closer  integration  of  the  training  of  psy- 
chiatrists and  exposure  to  primary  care  between  the  university  and  the  VA  will  be 
beneflcial  for  everybody  involved. 

Psychiatric  Care  Is  Underfunded  in  the  VA 

Psychiatric  care  in  the  VA  suffers  from  some  of  the  same  problems  that  affects 
care  outside  VA:  underfunding  for  treatment  of  serious  mental  conditions  that  are 
just  as,  if  not  more  successfully  responsive  to  treatment  as  certain  cardiac  disorders, 
(e.g.  schizophrenia  treatment  success  is  60  to  80%  while  angioplasty  is  in  the  42  to 
50%  range)  and  sometimes  just  as  lethal  if  untreated!  Whereas  Medicare  has  co-in- 
surance requirements  and  limitations  on  numbers  of  visits  or  length  of  stay  (in- 
tended to  reduce  utilization),  VA  psychiatric  care  has  limited  funding  for  treatment. 
In  the  VA,  this  limitation  is  not  de  jure  for  the  individual:  rather,  there  has  been 
imposed  a  shortage  of  funding  on  the  entire  VA  mental  health  care  system.  In  spite 
of  that  shortage,  the  staff  manages  to  deliver  the  mandated  care,  which  may  not 
occur  in  a  fully  privatized  system. 

How  Can  the  VA  Survive  in  a  Competitive  Managed  Care  System? 

The  APA  feels  that  it  is  important  to  emphasize  that  if  managed  competition  wiU 
become  a  cardinal  tenet  of  health  care  reform,  the  VA  needs  to  be  better  funded  and 
staffed.  VAMCs  will  have  to  be  able  to  compete  with  other  health  care  providers  for 
the  care  of  veterans  when  they  are  given  a  choice.  Given  a  competitive  managed 
care  system,  we  feel  that  veterans  will  naturally  turn  to  the  VA,  which  has  always 
been  a  friend,  not  a  rich  friend  but  a  loyal  one.  Like  any  other  institution,  the  VA 
can  improve  to  meet  the  needs  of  our  patients.  The  computerixed  medical  record  is 
clearly  one  such  example.  There  are  clearly  too  many  regulations  and  policies  that 
waste  resources  without  guaranteeing  higher  quality  of  care.  But  the  quality  control 
and  the  continuous  efforts  to  improve,  and  a  dedicated  staff  can  make  the  VA  the 
part  of  the  health  care  system  that  we  all  envision  it  to  be.  However,  if  the  VA  does 
not  get  the  support  for  the  services  that  it  is  mandated  to  provide,  then  it  runs  the 
danger  of  perishing  in  the  same  way  that  the  Canadian  VA  did,  which  we  feel  would 
be  not  only  a  great  disservice  to  the  veterans,  but  a  loss  to  the  nation's  health  care 
delivery  system. 

New  Ways  of  Capturing  Funds  for  the  VA 

The  APA  suggests  that  ways  be  sought  to  capture  funds  directed  toward  the  care 
of  veterans  that  would  otherwise  be  appropriated  outside  the  VA  system.  These  new 
funds,  from  private  insurance,  Medicaid  and  Medicare  sources,  could  then  be  reallo- 
cated back  to  VA  Central  Office  to  rebuild  and  reinvigorate  the  VA  system. 

Conclusions 

The  APA  hopes  that  when  this  nation  moves  towards  a  national  health  care  deliv- 
ery system,  the  VA  will  be  a  full  partner  in  this  new  endeavor  for  the  following  rea- 
sons: 

(a)  The  VA  is  an  integrated  health  care  system  with  the  fuU  range  of  clinical  care 
modalities  specific  to  veterans  mental  health  care  needs.  In  the  private  sector  the 
delivery  of  care  is  still  fragmented  and  focussed  on  what  brings  in  the  most  dollars. 
Psychiatry  in  the  VA  plays  an  important  role  in  the  veterans  health  care  delivery, 
frequently  in  creative  ways,  and  can  be  a  model  for  the  nation  if  we  indeed  are  mov- 
ing towards  health  care  for  all. 

(b)  There  is  a  shortage  of  primary  care  physicians  in  this  nation.  The  VA  with 
its  university  affiliates  can  play  an  important  role  in  the  training  of  these  primary 
care  providers. 

(c)  The  VA  is  an  accountable  health  care  system  that  in  the  future  could  become 
even  more  responsive  to  change.  Since  I  joined  the  VA  very  dramatic  improvements 
in  the  quality  of  care  have  taken  place,  which  I  believe  will  continue  when  adequate 
funding  is  provided.  The  VA  has  a  well-trained,  dedicated  and  accountable  staff, 
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with  a  well  established  reputation  of  caring  for  the  acute  and  chronic  mentally  ill 
veterans.  By  computerization  of  the  medical  record  and  supporting  throughout  the 
VA  system  continuous  quality  improvement  concepts,  the  costs  of  clinical  oversight 
can  be  brought  down. 

(d)  The  VA  employees  do  an  outstanding  job  in  an  environment  fiill  of  regulations 
and  policies  that  often  hinder  rather  than  facilitate  the  practice  of  medicine.  By  re- 
viewing the  intent  and  the  practice  of  these  regulations,  a  more  efficient  operation 
will  be  the  result.  The  VA  employees  are  dedicated  and  sensitive  to  the  specific 
health  care  needs  of  veterans,  whether  it  be  those  natients  with  PTSD  or  schizo- 
phrenia, former  Prisoners-Of-War,  the  homeless,  substance  abuse  patients,  aging 
veterans,  or  those  that  endured  the  Persian  Gulf  experience. 

(e)  The  VA  can  integrate  its  service  delivery  with  other  public  and  private  health 
care  systems  without  losing  its  identity  but  by  gaining  reciprocity,  to  close  the  gaps 
in  health  care  safety  nets.  The  afiUiations  have  already  shown  that  such  inter- 
actions benefit  veterans.  Such  collaborations  should  be  encouraged. 

(0  The  physical  plants  of  most  VAMCs  are  mostly  in  sound  condition  and  the 
quality  of  the  VA  physician  stafT  is  high.  Recent  JCAHO  scores  support  this  asser- 
tion. 

(g)  Although  the  VA  hospitals  are  widely  distributed,  there  are  only  171  of  them. 
The  VA  takes  care  of  many  rural  veterans,  where  there  is  little  access  to  other 
health  care,  through  assistance  with  transportation,  and  a  clear  commitment  to 
these  veterans.  This  system  can  be  expanded  with  little  cost. 

(h)  The  well  respected  clinical  research  in  the  VA  should  remain  an  important 
contributor  to  the  overall  improvement  of  the  constantly  changing  health  care  envi- 
ronment. At  the  same  time,  a  consistent  research  bu<^et  (which  is  now  less  than 
1.5%  of  the  VA  health  care  dollar!)  is  needed  to  entice  the  best  and  the  brightest 
of  our  physicians  to  join  the  VA,  even  if  the  salaries  do  not  match  those  in  the  pri- 
vate sector. 

The  VA  and  its  stafT  are  uniquely  positioned  for  this  nation's  health  care  delivery 
system.  We  urge  you  to  make  use  of  the  diverse  and  creative  ways  VAMCs  across 
the  nation  are  taking  care  of  its  veterans.  To  exclude  a  strong  and  well-supported 
VA,  which  is  accountable  as  no  other  health  care  system  in  this  nation,  from  provid- 
ing health  care  to  this  nation,  or  to  let  it  wither  away,  would  be  a  costly  error,  and 
would  constitute  a  disservice  to  its  veterans,  and  a  mockery  of  their  heroic  military 
service,  suffering  and  special  needs.  If  the  VA  is  better  funded,  and  if  that  funding 
reallocation  is  tailored  to  meet  the  needs  of  its  constituency,  then  we  feel  that  we 
will  have  done  a  great  and  well  deserved  service  to  American  Veterans  and  this  na- 
tion. 

Thank  you.  I  would  be  pleased  to  answer  any  questions. 


PREPARED  STATEMENT  OF  LOUISE  M.  STEPHENS,  COMMUNITY  HEALTH 
NURSE  COORDINATOR,  DAYTON,  OHIO,  VA  MEDICAL  CENTER,  ON  BE- 
HALF OF  THE  NURSES  ORGANIZATION  OF  VETERANS  AFFAIRS  AND  THE 
AMERICAN  NURSES  ASSOCIATION 

Mr.  Chairman  and  Members  of  the  Committee,  I  am  Louise  M.  Stephens,  MS,  RN, 
CS,  a  community  health  clinical  nurse  specialist  at  the  Dayton,  Ohio  Veterans  Af- 
fairs Medical  Center.  I  am  speaking  on  behalf  of  the  Nurses  Organization  of  Veter- 
ans Affairs  (NOVA)  and  the  American  Nurses  Association  (ANA).  NOVA  is  pleased 
to  have  ANA  join  in  the  testimony  presented  today,  for  ultimatelv  all  of  nursing 
must  play  on  integral  part  in  the  planning,  implementation  and  evaluation  of  health 
care  reform;  including,  the  role  of  the  Department  of  Veterans  Affairs  (DVA).  We 
appreciate  the  opportunity  to  address  this  committee  and  acknowledge  the  Chair- 
man's longstanding  commitment  to  health  care  reform. 

Nursing  has  committed  itself  to  work  with  President  Clinton  and  Congress  to  de- 
sign  a  health  care  reform  system  that  addresses  access,  quality  of  care  and  afford- 
ability.  President  Clinton's  recent  announcement  that  all  DVA  wUl  remain  as  a  sep- 
arate health  care  system  for  veterans  is  particularly  gratifying  to  NOVA  and  DVA 
nurses.  This  is  a  recognition  of  the  veterans  health  care  system  as  a  public  health 
institute  of  the  first  order. 

In  our  work  with  the  President's  Health  Care  Reform  Task  Force  we  have  been 
pleased  to  see  that  Secretaiy  Jesse  Brown  and  DVA  personnel  are  members  of  the 
President's  Task  Force  on  National  Health  Care  Reform.  We  believe  it  is  crucial 
that  in  order  for  comprehensive  health  care  reform  to  occur  that  all  delivery  systems 
must  be  examined  and  participate  in  the  debate. 

We  agree  with  the  Administration's  health  care  reform  goals  to  provide  universal 
access  to  quality,  affordable  health  care  for  all  Americans.  Early  in  1990,  ANA,  and 
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a  coalition  of  health  groups  presented  "Nursing's  Agenda  for  Health  Care  Reform." 
This  agenda  calls  for  the  reorientation  and  restructuring  of  the  health  care  system 
with  a  focus  on  prevention  and  health  promotion,  including  services  delivered  in 
community  based  settings.  At  this  point  in  time  more  than  70  organizations  and 
health  related  groups  have  endorsed  this  platform.  We  believe  that  the  DVA  health 
care  system  must  be  a  vital  component  in  the  restructuring  of  national  health  care. 
The  DVA  has  a  long  record  of  experience  with  case  management,  long  term  care 
and  rehabilitation  care  and  has  provided  cost  effective  quality  care.  In  1992,  the 
DVA  health  care  system  provided  medical  care  to  nearlv  three  million  veterans. 
More  than  95  percent  of  DVA  patients  were  either  disabled,  often  as  a  result  of  mili- 
tary service,  or  economically  needy,  with  one  in  five  using  DVA  medical  facilities 
for  the  first  time.  DVA  nurses,  caring  for  patients  in  VA  facilities,  paint  a  picture 
of  dedicated  and  committed  professionals  in  a  system  which  is  struggling  to  meet 
the  needs  of  a  rapidly  growing  patient  population  that  is  older,  sicker  and  less  eco- 
nomically advantaged.  We  encourage  the  Task  Force  and  this  committee  to  seriously 
examine  and  discuss  the  recommendations  that  Secretaiy  Brown  is  exploring  to  in- 
crease access  to  care  for  all  veterans  and  to  address  the  financial  difficulties  of  DVA 
medical  care.  In  addition,  nursing  offers  the  following  reconmiendations  for  your 
consideration. 

Access  to  DVA  Services 

The  DVA  does  work  to  provide  qruality,  cost-effective  health  care  services.  How- 
ever, to  compete  more  efficiently,  changes  are  in  order.  DVA  health  care  must  be 
reoriented  and  restructured  toward  a  focus  on  prevention  and  health  promotion, 
with  more  services  delivered  in  community  based  settings,  while  continuing  to  pro- 
vide those  specialized  and  needed  services  for  service  connected  veterans  not  dupli- 
cated in  the  private  sector. 

Access  to  health  care  is  a  major  concern  for  many  veterans  who  live  in  certain 
rural  areas  or  for  those  who  have  special  needs  that  limit  the  distance  they  can 
travel.  We  support  all  efibrts  to  increase  access  to  veterans  through  innovative  shar- 
ing and  outreach  services  with  both  federal  and  private  sector  facilities  and  health 
care  systems.  VA  will  need  to  ensure  geographic  distribution  of  traditional  and  non- 
traditional  services  (e.g.,  MediVan  cUnics,  rural  outreach  clinics)  to  provide  out- 
patient services.  Such  services  need  to  be  strongly  supported  by  medical  centers  pro- 
viding the  latest  education  and  consultation.  Visiting  teams  could  periodically  see 
patients  and  consult  with  professional  staff.  As  health  care  shifts  from  acute  to  am- 
bulatory and  long  term  care,  nurses  can  cross  train  or  re-train  in  these  areas. 

Currently,  the  DVA  is  a  safety  net  for  many  uninsured  and  underinsured  veter- 
ans, and  the  health  care  funded  by  Medicaid  is  uneven  throughout  the  states.  Many 
veterans  who  work  are  uninsured  and  find  they  do  not  have  coverage  for  chronic 
care  and  have  limited  access  to  acute  care  and  rehabilitation.  The  DVA  health  care 
system  has  demonstrated  leadership  in  developing  health  care  programs,  such  as: 
gerontology,  long  term  care,  AIDS,  Post  Traumatic  Stress  Disorder,  spinal-cord  in- 
jury, severe  and  chronic  psychiatric  problems,  alcohol  and  substance  abuse,  and  care 
for  the  homeless. 

We  continue  to  have  concerns  about  DVA's  ability  to  compete  with  the  private  sec- 
tor in  caring  for  very  sick  or  elderly  populations  less  amenable  to  rehabilitation  and 
treatment  due  to  limited  federal  fiinds.  Prior  to  enactment  of  strict  eligibility  re- 
quirements and  tighter  budgets,  the  DVA  was  able  to  provide  a  fuU  continuum  of 
comprehensive  care  to  its  clients.  The  result  of  the  changes  in  eligibility  require- 
ments has  forced  a  growing  number  of  veterans  to  seek  health  care  elsewhere.  As 
a  result,  the  patient  mix  seen  in  many  DVA  facilities  reflects  patients  who  are  at 
a  crisis  in  their  health  status.  This  does  not  provide  the  DVA  the  opportuniW  to 
invest  in  primary  and  preventive  care  measures  for  their  clients,  the  veterans  oi  the 
United  States. 

There  is  general  agreement  among  DVA  nurses  that  current  law  regulating  enti- 
tlement and  eligibility  is  crippling  nursing  practice  and  continuity  of  care  for  veter- 
ans. When  VA  nurses  are  asked  what  they  think  is  most  important,  their  reply  is 
to  provide  high  quality  comprehensive  care  on  an  inpatient  and  outpatient  basis  for 
all  veterans. 

Health  care  professionals  should  not  have  to  be  concerned  with  entitlement  of 
their  patients.  Once  a  client  reaches  the  physician  or  nurse,  eligibility  should  no 
longer  be  a  question.  To  efiectively  compete  with  non-DVA  providers  in  a  system 
of  universal  access,  the  DVA  as  a  health  care  provider  should  provide  complete  and 
comprehensive  care  for  all  patients.  Veteran  patients  have  a  right  to  quality,  acces- 
sible health  care  along  with  responsibility  for  demonstrating  health  promotion  prac- 
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tices.  They  should  not  lose  their  service-connected  benefits  if  their  condition  im- 
proves. 

Primary  Preventive  Health  Care 

America's  2.1  million  registered  nurses,  including  the  nurses  employed  in  DVA, 
see  improvements  in  primary  and  preventive  healOi  care  delivery  as  the  heart  of 
health  care  reform.  We  support  a  basic  core  of  essential  services,  with  emphasis  on 
primary  and  preventive  services,  to  be  made  available  to  everyone,  including  veter- 
ans. We  believe  that  a  change  in  the  current  focus  on  health  care  from  an  emphasis 
on  cure  and  technology  to  an  emphasis  on  health  care  and  prevention  is  essential 
for  a  healthier  America. 

To  achieve  this  in  the  DVA,  new  delivery  arrangements  must  provide  for  patient 
involvement  and  responsibility,  enhance  a  focus  on  wellness  and  prevention  and 
shift  the  balance  of  patient  care  from  illness  and  cure  to  prevention  and  primary 
care.  In  addition,  a  reformed  system  must  provide  for  a  cost-eflective  mix  of  provid- 
ers through  increased  reliance  and  access  to  nurses,  advanced  practice  nurses 
(nurse  practitioners  (NPs),  clinical  nurse  specialists  (CNSs).  certified  nurse  mid- 
wives  (CNMs),  certified  nurse  anesthetists  (CRNAs))  and  other  non-physician  pro- 
viders. 

Nurses  are  the  ideal  providers  to  rely  on  for  both  inpatient  and  outpatient  pri- 
mary care.  The  more  effective  utilization  of  nurses  to  provide  primary  and  preven- 
tive health  care  services  is  part  of  the  solution  to  the  cost  and  accessibility  problems 
in  facing  the  DVA  today.  Studies  have  shown  that  up  to  80  percent  of  primary  and 
preventive  care,  traditionally  done  by  physicians,  can  be  done  by  a  more  cost  effec- 
tive nurse  provider.  While  the  DVA,  like  other  federal  health  care  systems  utilizes 
non-physician  providers  such  as  advanced  practice  nurses,  psychologists  and  physi- 
cian assistants  to  deliver  health  care  an  expansion  of  the  use  of  these  categories  of 
providers  will  assist  the  DVA  to  provide  quality  primary  and  preventive  health 
needs  in  a  time  of  tight  fiscal  restraints.  Nursing  believes  that  the  use  of  all  health 
care  providers  is  necessary  to  increase  access  and  provide  a  full  range  of  services 
needed  by  veterans  as  well  as  the  nation. 

For  example,  CNSs  and  NPs  currently  function  in  a  number  of  inpatient  areas 
such  as  nursing  home  care  units  or  specialty  care  areas.  They  provide  a  variety  of 
services  including:  inpatient  and  outpatient  case  consultation  and  management, 
telephone  triage,  administration  of  outpatient  chemotherapy,  and  wound  manage- 
ment. In  addition,  these  nurse  experts  provide  primary  ana  preventive  care  in  DVA 
through  the  administration  of  clinics,  such  as  those  which  specialise  in  hypertension 
management  and  mental  health  services. 

As  the  nation  faces  a  serious  imbalance  in  the  supply  of  primary  care  providers, 
the  DVA  can  play  a  vital  role  in  the  preparation  of  primary  health  care  providers. 
The  DVA  can  increase  its  focus  on  wellness  and  prevention  by  encouraging  the  med- 
ical and  nursing  schools  who  receive  clinical  experience  in  DVA  facilities  to  increase 
the  numbers  of  those  participating  in  primary  health  care  training. 

Some  current  areas  of  primary  care  services  offered  by  nurses  in  DVA  include: 
health  maintenance  clinics,  long  term  care  settings,  hospital-based  home  care  pro- 
grams, community  settings  and  other  innovative  programs,  such  as  the  AIDS  project 
called  the  Denver  Center  for  Human  Caring.  ANA  has  published  studies  showing 
the  cost  effectiveness  of  using  advanced  practice  nurses  instead  of  physicians  in  pri- 
mary, secondary  and  tertiary  care  settings.  The  studies  also  indicated  that  the  out- 
come of  care  given  by  advanced  practice  nurses  such  as  nurse  practitioners  or  clini- 
cal nurse  specialists  is  as  good  as  that  given  by  physicians.  Complete  responsibility 
for  delivering  care  could  be  utilized  more  by  nurse  practitioners  functioning  in  re- 
mote and  rural  areas,  inner  cities  and  other  settings.  The  team  approach  of  combin- 
ing nurses  and  physician(s),  already  in  practice,  retains  care  responsibilities  for  a 
given  group  of  patients  but  has  available  consultation  of  the  other. 

Utilization  of  Managed  Care 

One  element  necessary  within  health  care  reform  is  the  use  of  managed  care  serv- 
ices which  are  used  to  integrate,  coordinate,  and  advocate  for  individuals  requiring 
extensive  services.  The  aim  of  case  management  is  to  make  health  care  less  frag- 
mented and  more  holistic  for  those  individuals,  such  as  veterans,  who  have  complex 
health  care  needs.  Unfortunately,  within  the  DVA  system,  like  in  many  tertiary  care 
centers  around  the  country,  inpatients  are  treated  by  a  number  of  physicians,  either 
generalists  or  specialists,  depending  on  the  complexity  of  their  illness.  Upon  dis- 
charge veterans  are  often  given  a  follow-up  appointment  in  a  specialty  clmic,  but 
may  nave  no  designated  primary  care  provider  to  be  the  coordinator  and  synthesizer 


295 

of  care.  Increased  utilization  of  nurses  as  case  managers  would  provide  the  nec- 
essary continuity  of  care  to  streamline  patient  care  in  tms  fragmented  system. 

One  example  of  case  management  currently  utilized  within  DVA  facilities  is  that 
of  the  community  health  nurse.  These  nurses  in  the  DVA  provide  important  link- 
ages with  community  resources  and  are  crucial  for  cormecting  discharged  veterans 
with  home  health  services.  The  care  provided  by  these  community  healtn  nurses  re- 
sult in  better  coordinated  care  in  the  home  environment.  It  links  the  veteran  with 
community  resources  which  assist  in  avoiding  tertiary  care  hospitalization. 

The  Allen  Park  Veteran's  Administration  Medical  Center  (VAMC)  is  a  typical  ex- 
ample of  advanced  practice  nurses  already  providing  essential  health  care.  At  Allen 
ParK  VAMC,  there  is  a  nurse  administered  72-bed  Nursing  Home  Care  Unit  which 
breaks  down  traditional  territorial  relationships.  A  multidisciplinary  team  which  in- 
cludes a  nurse  practitioner  is  established  which  manages  the  care  of  the  long  term 
care  patient.  A  Geriatric  Evaluation  Unit  nurse  with  advanced  preparation  is  in  col- 
laborative practice  with  a  health  care  team  to  attend  to  unstable  medical  problems 
and  the  other  problems  managed  by  the  interdisciplinary  team. 

Despite  the  successes,  there  are  a  number  of  barriers  which  diminish  the  poten- 
tial benefits  of  this  role.  One  such  barrier  are  gaps  in  insurance  coverage  and  the 
regulatory  restrictions  affecting  the  manner  in  which  DVA  provides  fee  basis  home 
care.  In  addition,  community  health  nurses  have  identified  a  crucial  need  for  home 
health  aide  and  homemaker  services  to  help  veterans  remain  in  their  homes.  As 
family  care  givers  age,  they  often  need  assistance  in  giving  care  to  the  veteran. 
Many  DVA  community  health  nurses  also  struggle  to  identify  community  resources 
in  a  large  catchment  area  of  medical  centers  that  may  encompass  29  counties  such 
as  Dayton,  Ohio  or  Martinsburg,  West  Virginia  that  draws  patients  from  four  states. 

Training  and  Research 

In  regard  to  future  training  of  health  care  staff,  we  recommend  that  the  DVA  con- 
tinue to  offer  nursing  scholarships  and  training  programs  for  nurses.  The  existing 
programs,  with  time  paid  back  to  the  DVA,  is  a  proven  model  that  could  easily  be 
enlai^^ed  to  develop  more  nurses  for  expanded  roles:  the  master  prepared  advanced 
practitioner  and  the  baccalaureate  degree  generalists  preparation  ofRNs;  the  mini- 
mum level  that  includes  educational  content  relating  to  the  patient  needs  for  both 
institutional  and  community  settings,  a  necessity  in  managed  care  practice.  Addi- 
tionally, the  federal  government  needs  to  increase  funding  lor  minonty  students  at 
all  levels  and  this  would  be  reflective  of  the  cultural  divereity  of  our  patient  popu- 
lation being  served. 

Funding  for  research  and  teaching  must  be  maintained  to  attract  staff,  making 
it  rewarding  for  professionals  interested  pursuing  these  tictivities.  Incentives,  such 
as  research,  help  to  keep  DVA's  affiliation  with  medical  and  nursing  schools,  en- 
hancing our  ability  to  give  high  quality  care.  This  also  speaks  to  the  need  to  retain 
acute  care  and  high  technological  care  that  cannot  be  obtained  anyplace  else.  It  can 
be  concentrated  in  desi^ated  tertiary  facilities,  with  training  programs  and  teams 
available  to  other  facilities. 

Career  development  is  a  priority  for  nursing.  There  will  be  an  increased  need  for 
licensed  nursing  assistants  in  carine  for  the  geriatric  population  in  multiple  set- 
tings. Older  and  second  career  candiaates  are  entering  nursing  and  staying  in  nurs- 
ing. We  need  to  capture  them  with  training  proCTams. 

At  the  other  ena  of  the  spectrum,  both  DVA  Nursing  Service  Chiefs  and  Medical 
Center  Directors  are  seeking  national  training  programs  to  assume  greater  respon- 
sibility and  accountability  in  performing  their  joDs  in  this  changing  environment. 

Other  Issues  of  Concern 

Health  care  services  to  women  veterans  remains  an  area  of  concern  and  deficiency 
within  the  DVA  system.  Women  have  long  served  their  country,  and  with  conflict 
in  the  Persian  Gulf  we  have  seen  the  highest  number  of  women  ever  mobilized  in 
military  service.  DVA  has  projected  the  number  of  women  veterans  to  grow  by 
70,000  between  1990  and  2000.  And  yet,  the  growing  population  of  women  veterans 
still  cannot  obtain  comprehensive  services  at  the  majority  of  DVA  facilities.  We 
strongly  urge  funding  for  women's  health  services,  including  implementation  of  the 
General  Accounting  Office  (GAO)  recommendations  that  complete  physical  examina- 
tions including  gynecological  exams  and  mammograms  be  provided  on  request,  and 
the  establishment  of  contract  care  for  eligible  women  veterans.  We  recommend  that 
care  settings  used  by  women  veterans  be  renovated  to  allow  adequate  privacy.  Fi- 
nally, we  support  funding  of  the  women's  health  initiative  passed  in  the  "1992  Om- 
nibus Veterans  Health  Care  Act." 
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The  DVA  must  continue  to  aggressively  prepare  for  the  special  needs  of  aging  vet- 
erans and  those  needing  long  term  care.  Provisions  for  long  term  care  must  oe  initi- 
ated with  a  time  line  established  for  implementation  of  essential  coverage.  Hospital 
based  home  care,  respite  care,  and  hospice  programs  serve  the  chronically  ill  and 
their  families  in  a  cost  effective  manner.  The  active  development  of  additional  pro- 
grams will  allow  DVA  to  serve  more  veterans  within  its  constrained  budget  rather 
than  would  the  alternative  of  repeated  admissions  to  acute  care  facilities  lor  chronic 
conditions. 

The  DVA  is  a  leader  in  clinical  or  hospital  information  systems.  Currentlv,  the 
DVA  has  Decentralized  Hospital  Computer  Programs  (DHCP)  available  to  all  DVA 
facilities.  This  clinical  information  system  provides  one  database  of  information  on 
the  local  DVA  patients.  CUnical  and  administrative  information  on  patients  is  avail- 
able for  all  areas;  e.g.,  all  inpatient  units,  clinics  and  nursing  homes.  DVA  is  far 
ahead  of  most  hospitals  in  utilizing  computerized  patient  reoor&  in  patient  care  and 
administration. 

Rural  health  care  nurse  practitioners  can  service  the  VA  in  expanded  roles  aided 
by  the  latest  technologies.  The  cost  of  providing  these  services  may  be  offset  by  re- 
ductions in  oatient  length  of  stays  at  expensive  tertiary  centers.  Patient  assess- 
ments and  follow-up  care  can  be  provided  by  the  nurse  in  rural  settings  strategically 
located  close  to  the  veterans  home.  Communication  networks  presently  used  in  pri- 
vate sector  rural  clinic/hospitals  which  link  them  to  larger  medical  centers  coula  be 
utilized  similarly  by  the  VA  to  relay  medical  information  between  the  tertiary  cen- 
ter's DHCP  systems  and  rural  offices.  Continuity  of  care  would  be  ensured  by  relay- 
ing assessment  data  and  records,  nharmaceutical  prescribed  via  electronic  signa- 
tures, diagnostic  information,  discnarge  planning  information  and  appointment 
scheduling. 

Nursing  supports  the  work  of  the  newest  U.S.  Public  Health  Service  Agency  the 
Agency  for  Health  Care  Policy  and  Research  (AHCPR)  with  regard  to  effectiveness 
research.  As  our  nation  faces  the  implementation  of  health  care  reform,  the  utiliza- 
tion of  clinical  practice  guidelines  will  assist  all  practitioners  in  providing  care  for 
patient's  with  clinical  conditions  where  a  wide  variability  of  clinical  practice  was 
seen  in  the  past.  The  result  of  this  ongoing  effectiveness  research  should  be  the  as- 
surance of  quality  outcomes  for  patients.  It  is  essential  that  the  veterans  served  by 
DVA  benefit  from  this  work.  Nursing  encourages  the  DVA  to  utilize  clinical  practice 
guidelines  as  thev  become  available  and  to  considerparticipating  in  their  aevelop- 
ment  through  collaborative  endeavors  with  AHCPR.  The  case  management  approach 
and  multi-disciplinary  care  of  the  DVA  makes  it  an  attractive  system  to  assess  pa- 
tient outcomes,  skill  mix  and  clinical  practice  guidelines. 

Lastly,  we  urge  that  the  Administration  of  DVA  promote  interagency  consultation, 
planning  and  evaluation  of  health  care  education,  planning,  research  and  services 
to  ensure  equitable  quality  care  for  all  and  appropriate  workforce  preparation,  edu- 
cation and  deployment. 

Mr.  Chairman,  thank  you  for  the  opportunity  to  share  with  you  nursing's  concerns 
related  to  health  care  reform  for  the  Department  of  Veteran's  Affairs.  We  would  like 
to  thank  you  for  the  Committees  ongoing  support  for  nursing,  and  offer  nursing's 
assistance  to  the  Committee  in  the  future. 


PREPARED  STATEMENT  OF  DR.  MARGARET  ANN  MAHONEY,  VISITING  PRO- 
FESSOR  AND  COORDINATOR,  CENTER  FOR  COMMUNITY  HEALTH  EDU- 
CATION, RESEARCH.  AND  SERVICE,  NORTHEASTERN  UNIVERSITY,  BOS- 
TON, MASSACHUSETTS 

This  testimony  is  based  on  my  four  year  affiliation  with  the  Edith  Nourse  Rogers 
Memorial  VA  Hospital  in  Bedford,  Massachusetts.  I  began  as  a  doctoral  student,  col- 
lecting data  for  a  research  project  investigating  the  outcomes  of  a  hospice  approach 
to  care  for  patients  with  advanced  Alzheimer's  disease.  I  developed  my  own  research 
project  as  an  adjunct  to  this  larger  study,  and  was  funded  by  the  Department  of 
Veterans  Affairs  as  a  Gerontologic  Nurse  Fellow  for  two  years  of  dissertation  work. 
Currently,  I  am  employed  as  a  Visiting  Assistant  Professor  and  Project  Coordinator 
for  the  Center  for  Community  Health,  Education,  Research  and  Service  at  North- 
eastern University,  and  I  continue  as  a  consultant  to  the  ENRM  VA  Hospital. 

My  vision  of  national  health  reform  is  a  system  of  coordinated  care,  based  on 
need,  not  ability  to  pay.  Health  care  providers  will  work  collaboratively,  in  inter- 
disciplinary teams.  A  computerized  central  data  bank  will  permit  ease  of  access  into 
the  system,  and  the  availability  of  medical  records  will  prevent  duplication  of  serv- 
ices and  decrease  the  need  for  paperwork.  By  shifting  the  emphasis  to  health  pro- 
motion and  disease  prevention,  primary  care  provided  in  the  community  will  de- 
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crease  the  need  for  acute  hospitalizations.  Advances  in  biotechnology  have  given  us 
the  hope  of  a  hi^  tech  cure,  and  we  will  learn  to  accept  more  personal  responsibil- 
ity for  preventing  the  diseases  which  now  chronically  Mflict  many  of  our  elderly  pa- 
tients. 

To  illustrate  these  points,  I  will  describe  the  Dementia  Study  Unit  of  the  Geriatric 
Research,  Education  and  Clinical  Center  (GRECC)  at  the  Bediford  VA,  where  a  hos- 

Xice  approach  to  care  is  provided  to  patients  with  advanced  dementia  of  the 
Izheimer  type  (DAT).  This  disease  is  progressive,  and  there  is  no  known  treatment 
or  cure.  In  the  private  sector,  these  patients  typically  fall  through  the  cracks  in  the 
system.  They  are  too  young  for  Medicare  benefits,  and  do  not  improve  with  psy- 
chiatric or  mental  health  services.  The  illness  can  last  ten  to  fifteen  years,  and  fami- 
lies provide  the  majority  of  the  care.  Once  their  resources  are  exhausted,  these  de- 
mented individuals  often  are  institutionalized,  accounting  for  about  50%  of  nursing 
home  admissions. 

For  the  aging  veteran  population,  both  acute  and  long  term  care  services  need  to 
be  provided!  To  maintain  nigh  quality  care  that  is  cost  effective  requires  inter- 
disciplinary teamwork,  so  that  health  care  services  are  delivered  by  the  appropriate 
groviders  and  setting.  We  are  fortunate  to  have  an  outpatient  clinic  as  part  of  our 
ementia  special  care  unit.  The  patients  are  assessed  by  a  team  comprised  of  a  neu- 
rologist, nurse  practitioner,  social  worker,  and  psychologist.  Comprehensive  ambula- 
tory services  are  provided,  including  respite  and  group  psychotherapy  for  the  family 
caregivers.  Through  these  efforts  that  support  the  patients  and  famiW,  admission 
to  the  inpatient  unit  can  often  be  delayed  until  the  advanced  stage  of  the  disease. 
On  the  average,  this  is  five  years. 

Once  admitted  to  an  inpatient  setting,  defining  appropriate  services  for  those  with 
terminal  illnesses  has  raised  ethical  debates  about  what  care  is  reasonable  and  nec- 
essaiy,  from  that  which  is  futile.  I  am  concerned  that  health  care  economics  will 
dictate  futility  based  on  costs,  since  highly  technological  interventions  are  very  ex- 

Sensive.  When  reimbursement  is  not  the  primary  issue,  then  the  benefits  and  bur- 
ens  of  the  treatment  to  the  patient  and  family  can  be  truly  considered. 

At  Bedford,  the  interdisciplinary  team  uses  advance  directives  to  j^an  the  optimal 
care  that  is  to  be  provided  for  the  patient  with  advanced  dementia.  The  VA,  because 
of  its  national  scope,  has  been  in  the  forefront  in  the  development  of  guidelines  for 
obtaining  advance  directives.  In  providing  a  hospice  approach  to  care  for  patients 
with  advanced  dementia,  we  were  using  advance  directives  long  before  the  legisla- 
tion of  the  Patient  Self-Determination  Act. 

On  our  units,  we  provide  palliative  care.  This  means,  that  if  patients  need  highly 
technological  interventions,  then  they  must  be  transferred  to  another  unit,  or  an- 
other VA  Hospital.  Interfacing  with  other  VA  Hospitals  allows  us  to  provide  com- 
prehensive patient  care  services  within  our  area,  but  not  all  services  are  found  with- 
in each  hospital.  This  saves  money,  and  promotes  collaboration  across  disciplines 
and  across  sites. 

If  patients  and  families  decide  to  forego  highly  technological  interventions,  we  pro- 
vide intensive  nursing  care  that  promotes  patient  comfort  and  maximizes  their  qual- 
ity of  life.  Because  we  are  a  research  unit,  we  are  able  to  keep  the  patients  with 
us  until  they  die,  and  do  not  have  to  place  patients  off  site  in  nursing  homes.  This 
allows  us  to  provide  the  continuity  of  care  that  is  very  important  to  the  quality  of 
life  for  the  these  patients  and  their  families.  My  research  indicates  that  unless  trust 
and  rapport  can  oe  established  between  the  families  and  the  providers,  then  deci- 
sions to  forego  highly  technological  interventions  cannot  be  made,  because  families 
fear  that  their  loved  one  will  be  abandoned  by  the  system.  We  have  scheduled  fam- 
ily meetings  to  make  decisions  about  patient  care,  and  keep  them  informed  by  send- 
ing copies  of  the  computerized  treatment  plans  to  them  when  it  is  updated  by  the 
interdisciplinary  team  every  90  days. 

Because  of  the  research  focus  of  the  GRECC,  the  hospice  approach  to  care  was 
studied,  using  an  experimental  design,  for  the  outcomes  of  patient  comfort  and  cost. 
The  observed  disconifort  was  lower  in  these  patients  than  a  comparable  group  of  pa- 
tients with  dementia  in  a  traditional  long  term  care  setting.  The  cost  of  medications, 
radiology,  and  laboratory  procedures  were  also  lower.  These  patients  were  not  trans- 
ferred to  acute  settings,  so  did  not  receive  highly  technological  interventions,  and 
demonstrated  an  average  saving  of  $1477  over  three  months  of  inpatient  care. 

If  this  approach  was  used  witn  all  patients  with  advanced  DAT  in  the  VA  system, 
substantial  savings  would  result.  In  1990,  there  were  an  estimated  400,000  veterans 
with  severe  dementia,  and  this  number  is  expected  to  increase  to  600,000  by  the 
year  2000.  Implementing  this  philosophy  of  care  resulted  in  a  decrease  of  health 
care  costs  by  $5908/patient/year.  If  this  were  multiplied  by  the  number  of  veterans 
with  severe  dementia  in  the  year  2000,  $3.5  billion  could  be  saved  in  inpatient  care 
of  veterans  with  advanced  DAT.  (See  Appendix  1  for  an  abstract  of  this  study.) 
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Each  VA  is  now  required  to  establish  a  hospice  program.  We  are  busy  disseminat- 
ing the  results  of  our  research,  tmd  educating  our  colleagues  about  the  strategies 
we  employ  to  optimize  the  patient's  comfort  and  quEility  of  Ufe.  When  we  run  train- 
ing sessions,  we  require  a  physician,  nurse,  and  social  worker  team  from  each  sta- 
tion attend,  so  we  can  begin  the  process  of  interdisciplintuy  collaboration.  In  my 
university  position,  we  team  nursing  and  medical  students  together  in  primary  care 
setting^s  to  teach  the  concepts  of  interdisciplinary  collaboration  throughout  their 
educational  experience. 

We  continue  our  research  efforts  to  understand  the  basic  neurophysiology  that 
underlies  causes  of  Alzheimer's  disease,  and  also  we  make  efforts  to  evaluate  the 
outcomes  of  our  interventions.  We  have  developed  computerized  care  plan,  so  that 
we  are  building  a  data  base  about  the  manifestations  of  this  disease,  and  the  effec- 
tiveness of  our  treatments.  (The  ongoing  researdi  at  this  hospital  has  been  included 
in  Appendix  2.) 

In  conclusion,  the  VA  is  well  able  to  provide  comprehensive,  cost  effective  care  to 
the  aging  veteran  population.  Collaboration  among  the  disciplines,  and  interdiscipli- 
nary team  planning  allows  us  to  identify  which  provider  is  the  most  appropriate  for 
the  services  needed  by  the  patient.  Computerizing  the  system  of  meaical  records 
speeds  documentation,  and  information  storage  and  access.  Setting  national  stand- 
ards encourages  us  to  strive  to  meet  the  challenges  posed  by  a  shrinking  health  care 
dollar  and  the  appropriate  utilization  of  costly  technology.  Open  communication 
with  patients  and  lamilies  improves  satisfaction  with  care.  Ongoing  staff  education 
and  Clinical  research  keeps  us  current  and  searching  for  ways  to  improve.  This  has 
been  my  experience  withm  the  VA  Hospital,  and  although  I  realize  that  it  may  not 
typify  the  system,  it  points  to  the  potential  that  exists  for  health  care  reforms  that 
keep  quality  care  while  cutting  costs. 

In  preparing  for  the  21st  century,  the  VA  should  continue  the  educational  initia- 
tives that  recruit  and  train  talented  professionals  within  this  system.  Nurses  edu- 
cated for  advanced  practice  have  been  shown  to  provide  high  quality  care  and  re- 
duce cost.  Nurse  practitioners  manage  care  for  veterans  in  many  ambulatory  and 
long  term  care  settings  within  the  VA.  When  prevention  or  maintenance  of  health 
is  tne  goal,  then  nursmg  is  the  appropriate  discipline  to  provide  the  majority  of  tiie 
care,  in  consultation  and  collaboration  with  medicine. 

The  research  support  is  another  important  component  that  the  VA  has  to  offer. 
It  is  through  research  that  major  advances  in  climcal  care  can  be  made,  which  im- 

Rrove  the  lives  of  veterans  and  reduce  the  costs  of  health  care  for  chronic  illness, 
[ationwide,  funding  for  research  has  been  decreasing.  It  is  vital  that  this  trend  be 
reversed,  if  the  VA  wants  to  continue  its  tradition  of  leadership  in  biomedical  and 
health  services  research.  (See  Appendix  3  for  VA  funded  research.) 
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APPENDIX  1 
GERONTOLOGIST  32:  301-302,  1992,  P.  307 

IMPACT  OF  DEMENTIA  SPECIAL  CARE  UNIT  (DSCU)  ON  PATIENTS' 
DISCOMFORT,  MORTAUTY  RATE  AND  COSTS 

L.  Volicer  (EJ^.  Rogers  Mem.  Vet.  Hospital,  GRECC,  Bedford,  MA  01730)  and  A 
Collard  (Brandeis  Univ.,  Inst,  for  Health  Policy,  Waltham,  MA  02254) 
Participants: 

L.  Volicer  and  D.  Kern  (E.N.  Rogers  Mem.  Vet.  Hospital,  GRECC,  MA  01730)  In- 
troduction and  Background  to  the  Evaluation  Study. 

A.  Hurley  (EJ^.  Rogers  Mem.  Vet.  Hospital,  GRECC,  MA  01730)  Effects  of  DSCU 
on  Discomfort  in  Alzheimer  Patients  with  Advanced  Alzheimer's  Disease. 

C.  Bishop  (Brandeis  Univ.,  Inst,  for  Health  Policy,  Waltham,  MA  02254)  Survival 
of  DSCU  Patients  with  Advanced  Alzheimer's  Disease. 

A.  Collard  and  S.  Karon  (Brandeis  Univ.,  Inst,  for  Health  Policy,  Waltham,  MA 
02254)  Comparison  of  Resource  Utilization  in  DSCU  and  Traditional  Long-Term 
Care. 
Discussant: 

D.  Holmes  (Hebrew  Home  for  the  Aged  at  Riverdale,  Riverdale,  NY  10471) 
Although  DSCUs  are  proliferating  rapidly,  little  is  known  about  their  effective- 
ness. This  prospective  cohort  study  compared  outcomes  of  patients  with  severe  de- 
mentia of  the  Alzheimer  type  (DAT)  in  DSCU  and  traditional  long-term  care  (TLTC) 
settings.  The  DSCU  concentrated  on  assuring  patients'  comfort  instead  of  promoting 
maximal  survival.  A  9  item  observation  scale  was  developed  to  measure  discomfort 
in  the  non-communicative  DAT  patients.  Discomfort  levels  were  lower  in  DSCU 
than  TLTC  patients  during  monthly  evaluations  and  similar  in  both  groups  during 
fever  episodes.  TTie  DSClf  patients  with  less  severe  DAT  had  a  hi^er  mortality 
rate  than  similar  TLTC  patients.  The  costs  of  medications,  radiology  and  laboratoiy 
procedures  were  lower  in  DSCU  than  in  TLTC  patients  ($197  vs  $540/3  months). 
DSCU  patients  were  also  less  frequently  transferred  to  an  acute  medical  setting 
(0.09  vs  4.33  days/patient/3  months).  Combining  these  costs  revealed  that  care  in 
DSCU  required  $5908/patienfyear  less  than  care  in  TLTC.  These  results  indicate 
that  management  of  patients  with  advanced  Alzheimer's  disease  on  a  DSCU  results 
in  less  discomfort  and  lower  costs  than  when  care  is  provided  on  a  TLTC.  (Sup- 
ported by  the  Department  of  Veterans  Affairs). 
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APPENDIX  2 

Prmcioal  lovaitifator  Swvka  Grant  Source  DoDtr  Amt  Trtit 

Agnello,  Vincent  Medical  V.A.  (821)  $58,995    Characterization  of  Immune 

Complexes  in  Auto- 
immune Disease 

Agnello,  Vincent  Medical  N.I.M.  67,000    Studies  on  Human  Immune 

Complex  Disease 

Pandya.  Deepak Medical  N.I.N.  &  Comm.  67,000    Organization  of  the  Cerebral 

Dis.  Cortex  in  Primates 

Pandya,  Deepak  Medical  V.A.  (821)  84,929    Connections  of  Cerebral  Cor- 

tex in  Primates 

Berlowitz,  Dan Medical  V.A.  (824)  221.709    (duality  Assessment  in  Am- 

bulatoiy  Care:  A  Pikit 
Study 

Cipolloni.  P.B GRECC  V.A.  (821)  101,296    Synaptic  Organization  of  the 

Auditory  Cortex 

Fine.  Richard  GRECC  V.A.  (821)  51.276     Role  of  Transferring  in  Iron 

Delivery  to  the  Brain  and 
in  Neuron  Growth 

Fine.  Richard  GRECC  N.I.H.  130,000    The  Role  of  Platlets  in  Alz- 

heimer's Disease 

Heinrich.  Gerhard GRECC  V.A.  (821)  58,783    Animal  Model  of  Neurode- 

generative Disease 

Hurley.  Ann  GRECC  N.I.N.  12,000     Nursing  Role  in  the  Advance 

Directive  Decision 

Kazis,  Lewis  GRECC  V.A.  (824)  227,368    Health  Related  Quality  of 

Life  in  Veterans:  A  Pilot 
Study 

Campbell,  Michael  GRECC  N.I.N.  231,500     Neuronal  Organization  of 

Specific  Language  Areas 

Leslie,  Crystal  Research  Svc.  V.A.  (821)  127,667    Gender,  Eicosanoid  Syn- 

thesis and  Immunity 

Moolten,  Frederick Research  Svc.  V.A.  (821)  84,134    A  Genetic  Anti-Cancer  Strat- 

egy: Retroviral  and 
Transgene  Models 

Stollerman,  Gene  HSR&D  V.A.  (824)  385,992     Health  Service  Field  Program 

Stollerman,  Gene/Deluca  Cari  HSR&D  V.A.  (822)  50,752    Treatment  Outcome  Meas- 

ures for  Low  Back  Pain 

Markson.  Lawerence  HSR&O  V.A.  (824)  205,335     Improving  Doctor/Patient 

Communication  for  Deci- 
sions About  Future  Care 

Herz.  Lawrence Psychiatry  Pfizer  Corp.  67,700    Double-Blind,  Haloperidol- 

controlled  Study  of  the 
Efficacy  and  Safety  of 
CP88,059-1  in  Acute 
Schizophrenia 

Cathcart,  Edgar N.IA  168,000    Amyloid,  Aging,  and  Diet 

Cathcart,  Edgar/Sipe.  Jean N.IA.  173,435     Cellular  Metabolism  and 

Amyloid  Protiens 

Total  $2,574,871 

Key  Total  for  each  category 

VA.  (821),  Medical  Res  $567,080 

VA.  (824),  HSR&D  1,040,404 

WA.  (822),  Rehabilitation 50,752 

Other  sources  916,635 

2,574,871 
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APPENDIX  3 

INVESTIGATOR  INITIATED  PROGRAMS 

Programs 
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What  Is  Dementia? 

Dementia  is  a  major  health  problem  that  is  characterized  by  a  decline  in  an  indi- 
vidual's cognitive  abilities,  such  as  memory  and  attention.  There  are  many  causes 
and  types  of  dementia,  one  of  which  is  Alzheimer's  disease. 

Since  Alzheimer's  disease  is  a  long  term,  progressive  disorder,  patients  may  expe- 
rience degrees  of  dementia  varying  from  mild  to  severe  with  related  impairments 
in  their  physical,  emotional  and  social  ftinctioning.  In  the  early  and  middle  stages 
of  the  disease,  the  Alzheimer  patient  receives  outpatient  treatment.  In  later  stages, 
patients  usually  require  long  term,  inpatient  care. 
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The  Dementia  Study  Unit:  Objectives 

To  provide  high  quality  health  care. 

To  establish  innovative,  efficient  models  for  the  delivery  of  health  care  services. 
To  offer  educational  programs  to  families,  community  and  the  health  care  field. 
To  increase  knowledge  of  Alzheimer's  disease  through  research. 

Treatment  Approach 

An  interdisciplinary  health  care  team  provides  extensive  diagnostic,  nursing, 
therapeutic  and  supportive  services.  Staff  from  the  disciplines  of  medicine,  and  so- 
cial work  form  the  primary  treatment  team.  The  involvement  of  the  family  is  en- 
couraged in  the  team  process. 

Program  Components 

Outpatient  Treatment 

The  primary  focus  is  to  support  both  family  and  community  efforts  which  effec- 
tively maintain  the  Alzheimer  patient  at  home. 

Respite  Care 

A  two  week  in-hospital  respite  stay  is  available  for  patients.  This  respite  service 
provides  the  family  with  relief  from  their  at  home  caregiver  tasks. 

Inpatient  Treatment 

A  limited  number  of  long  term  care  beds  are  available  for  those  patients  who  re- 
quire ongoing  medical  services  and  skilled  nursing  care  within  a  specialized  treat- 
ment setting. 

Hospice  Care 

A  hospice  approach  to  patient  care  emphazises  the  provision  of  maximum  comfort 
for  the  patient.  Family  members  are  encouraged  to  participate  with  the  treatment 
team  in  planning  compassionate  care  for  their  loved  one. 

Social  Work  Service 

Individual  and  group  therapy  and  family  conferences  are  among  the  treatment 
interventions  available.  The  health  care  team  worits  collaboratively  with  hospitals, 
home  health  agencies  and  community  programs  to  provide  comprehensive  care. 

Research  and  Education 

The  Dementia  Study  Unit  conducts  a  wide  variety  of  psychosocial  and  biomedical 
studies  to  expand  our  understanding  of  Alzheimer's  disease.  Training  and  edu- 
cational programs  are  provided  to  the  community  and  health  care  providers. 

Affiliations 

The  Dementia  Study  Unit  is  affiliated  with  the  Geriatric  Research,  Education  and 
Clinical  Center  (GRECC)  at  the  Edith  Nourse  Rogers  Memorial  Veterans  Hospital 
and  with  the  Boston  University  School  of  Medicine. 

Location 

The  Dementia  Study  Unit  is  located  at  the  Edith  Nourse  Rogers  Memorial  Veter- 
ans Hospital  in  Bedford,  Massachusetts.  The  hospital  is  situated  near  Interstate  95 
(Route  128)  at  Exit  3 IB  and  can  also  be  reached  by  public  transportation  via  the 
MBTA. 

Eligibility 

The  applicant  must  be  a  veteran  who  is  legally  entitled  to  care  by  the  Department 
of  Veterans  Affairs.  The  Dementia  Study  Program  is  available  to  male  and  female 
veterans.  Admission  is  determined  by  bed  availability,  patient  cars  needs,  VA  poli- 
cies and  the  requirements  and  constraints  of  the  Dementia  Study  Unit. 

For  further  information  please  contact:  JoUey  Ann  Weinstock,  MSW,  LICSW  De- 
mentia Study  Unit,  E.N.  Rogers  Memorial  Veterans  Hospital,  200  Springs  Road, 
Bedford,  MA.  (617)  275-7500,  ext.  677  or  375. 
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STATEMENT  OF  CHIEF  M.  SGT.  BOB  MILLER,  USAF  (RET.),  LEGISLATIVE 
AFFAIRS  MANAGER,  AIR  FORCE  SERGEANTS  ASSOCIATION 

Mister  Chairman  and  distinguished  members  of  this  committee.  Thank  you  for 
the  opportunity  to  present  our  views  on  behalf  of  the  167,000  members  of  the  Air 
Force  Sei^eants  Association  (AFSA)  regarding  the  present  and  future  role  of  VA 
Health  Care.  Our  members,  active  dutv,  retired  ana  veteran  enlisted  nersonnel  of 
the  Air  Force,  Air  National  Guard  and  Air  Force  Reserve  are  increasingly  concerned 
about  the  quality  and  access  to  health  care  for  our  current  and  future  veterans.  In 
this  testimony  I  will  bypass  the  tendency  to  reiterate  the  reasons  for  our  govern- 
ment's obligation  to  provide  quality  health  care  and  the  current  problems  and  budg- 
et deficiencies  that  plague  tne  VA  health  care  system,  because  you  are  already 
knowledgeable  of  those  facts.  Neither  will  I  address  the  specific  effects  that  the  yet 
unknown  National  health  care  reform  package  may  have  upon  the  VA  health  care 
system.  However,  I  will  express  our  major  concerns  and  ofler  several  specific  rec- 
ommendations that  may  assist  you  in  the  arduous  task  of  ensuring  the  accomplish- 
ment of  the  VA  health  care  mission  within  the  framework  of  the  national  system. 

Our  foremost  concern  is  that  as  the  Clinton  administration  and  Congress  address 
Health  Care  reform,  the  Veterans  Affairs  Health  Care  System  may  be  degraded  or 
lost  in  the  process.  It  is  absolutely  imperative  that  the  VA  health  care  system  re- 
main intact  and  independent  to  meet  its  permanent  mission  which  includes: 

( 1)  Medical  care  for  veterans 

(2)  Education  and  training  for  national  health  care  professionals  and  physi- 
cians 

(3)  Medical  research;  and 

(4)  Back  up  for  the  DOD  health  care  system  during  war  or  other  national 
emergency. 

This  mission  must  not  be  changed — ^there  is  no  other  provider,  public  or  private 
that  can  satisfactorily  meet  these  national  reauirements. 

We  are  also  concerned  about  access  to  quality  care  for  our  veterans.  Many  veter- 
ans must  travel  long  distances  and  may  contend  with  long  waiting  periods  and 
delays  to  receive  care  which  oflen  is  perceived  of  being  of  questionable  quality. 

Another  major  concern  is  that  eligibility  requirements  are  in  dire  need  of  revision 
so  that  all  veterans  may  access  the  system  based  upon  their  needs  and  abilities.  The 
current  system  is  complex  and  confusing  to  VA  health  care  providers  and  to  veter- 
ans; and  in  many  instances  appears  to  produce  inequitable  treatment  and  services. 

Regardless  of  the  impact  that  national  health  care  reform  will  have  on  the  VA 
health  care  system  we  urge  you  to  seriously  consider  the  following  recommended  ac- 
tions to  strengthen  the  VA  health  care  system  as  we  prepare  to  enter  the  21st  cen- 
tury. 

•  The  VA  health  care  system  should  be  an  integral  part  of  any  National  health 
care  delivery  system,  but  must  remain  dedicated  to  America's  veterans.  The 
strengths  of  the  VA  system  may  provide  good  examples  for  use  in  the  development 
of  a  reformed  national  health  care  system.  To  illustrate,  VA  has  proven  its  ability 
to  deliver  health  care  at  a  cost  well  below  that  of  the  private  sector.  Recent  studies 
show  that  health  care  of  equal  Quality  can  be  delivered  by  the  VA  at  costs  which 
are  20  to  40  percent  lower  than  that  delivered  by  affiliated  university  hospitals.  Na- 
tional health  care  reform  should  use  the  cost-containment  examples  provided  by  the 
Veterans  Health  Administration. 

Additional  excellent  examples  include  specialized  spinal  cord  injury  units,  blinded 
care  units,  research  and  use  of  specially  adaptive  equipment  and  prosthetics,  long 
term  mental  health  care,  substance  abuse  treatment,  and  last,  but  certainly  not 
least,  is  the  VA's  work  in  providing  a  full  range  of  treatment  for  the  aging.  Most 
innovations  in  geriatrics  treatment  in  the  nation  had  its  beginning  in  VA  research. 

•  Make  improvements  that  will  make  its  services  more  readily  avsdlable  to  its  pa- 
tients by  establishing  more  mobile  clinics,  smaller  hospitals  at  more  locations,  more 
out-patient  clinics  and  screening  units.  VA  will  be  better  able  to  meet  the  future 
demands  by  taking  into  account  the  demographical  factors  in  terms  of  where  the 
majority  of  its  potential  patients  are  located. 

•  The  VA  must  make  a  serious  effort  to  raise  the  level  of  quality  as  defined  by 
the  factors  that  are  important  to  the  veteran  users.  More  specifically,  the  quality 
of  health  care  and  services  are  judged  by  efficiency,  effectiveness,  accessibility,  satis- 
faction and  suitability. 

•  AFSA  strongly  urges  the  committee  to  ensure  that  eligibility  and  entitlement 
reform  is  accomplished  immediately,  as  well  as  provisions  for  reimbursement  from 
all  3rd  party  payers  for  care  provided  by  the  VA.  More  specifically,  we  support  the 
position  of  The  American  Legion,  DAV  and  VFW  as  expressed  in  their  joint  position 
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paper,  dated  3/a/93,  which  is  attached  to  our  written  statement  for  convenient  ref- 
erence.^ 

With  your  support  of  these  recommendations,  the  VA  Health  Care  System  could 
do  a  better  iob  of  oroviding  access  to  quality  health  care  for  our  nation's  veterans. 
Also,  the  VA  coula  play  a  valuable  role  in  the  national  health  care  reform.  Thank 
you  for  allowing  us  to  present  AFSA's  views.  We  are  prepared  to  answer  any  ques- 
tions you  may  have. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE 
AMERICAN  ACADEMY  OF  PHYSICIAN  ASSISTANTS  AND  THE  RESPONSES 

Question  1.  Are  there  any  serious  weaknesses  in  the  VA  health  care  system  that 
need  to  be  addressed  if  VA  is  to  compete  directly  with  non-VA  providers? 

Answer.  As  I  mentioned  in  my  testimony,  the  ability  of  the  VA  to  compete  with 
non-VA  providers  will  be  dependent  on  the  VA's  ability  to  provide  quality,  cost-effec- 
tive health  care  to  VA  beneficiaries.  The  ability  of  the  VA  to  attract  and  retain  phy- 
sician assistants,  nurse  practitioners  and  other  nonphysician  providers  will  impact 
on  its  abUity  to  achieve  tnis  goal. 

For  too  long,  the  VA  has  failed  to  recognize  the  valuable  contributions  of  these 
important  health  care  providers.  As  a  result,  VA  policies  have  lagged  behind  most 
private  employers  in  terms  of  pay  and  benefits  and  most  state  laws  now  permit 
greater  flexibility  in  the  utilization  of  PAs  than  is  present  in  most  VA  facilities. 

I  would  also  add  that  the  VA  needs  to  simplify  the  eligibility  requirements  and 
the  approval  process.  This  issue  was  addressea  by  the  panel  of  witnesses  represent- 
ing the  veterans'  organizations  and  I  strongly  concur  with  their  comments.  K  you 
put  barriers  in  front  of  people  who  want  to  use  the  VA  system,  you  will  end  up  turn- 
ing them  off  to  the  VA. 

Question  2.  If  you  were  put  in  charge  of  the  VA  facility  you  know  best,  what  is 
the  single  most  important  change  you  would  institute  to  msJce  it  more  attractive  to 
potential  patients? 

Answer.  All  too  often,  VA  facilities  lose  sight  of  the  need  for  continuity  of  care  for 
our  beneficiaries.  It  is  not  uncommon  for  beneficiaries  to  go  months  without  seeing 
the  same  provider  twice.  This  gives  the  beneficiary  the  appearance  of  being  "shui- 
fled  around"  by  the  system. 

Like  large  HMOs  run  by  the  private  sector,  the  VA  needs  to  establish  a  system 
where  beneficiaries  are  assigned  a  panel  of  providers  with  one  provider  designated 
at  the  primary  care  provider.  This  could  be  a  PA,  NP  or  primaiy  care  physician. 
This  individual  would  coordinate  the  care,  meet  with  the  beneficiary  on  a  regular 
basis  to  review  their  care  plan  and  answer  any  questions  the  beneficiary  might  nave 
with  regard  to  their  care.  Some  refer  to  this  as  a  "gatekeeper"  approach  but  I  would 
rather  refer  to  it  as  a  gate  opener. 

Again,  entry  into  the  system  needs  to  be  simplified  so  that  it  is  easier  for  physi- 
cians and  PAs  to  care  for  "beneficiaries. 

^lestion  3.  If  national  health  care  reform  provides  veterans  who  use  your  facility 
with  better  access  to  health  insurance  and  thus  non-VA  facilities,  do  you  think  that 
many  of  them  would  stop  coming  to  your  facility  for  care? 

Answer.  As  an  individual  practicing  PA,  I  like  to  think  that  I  have  established 
a  rapport  with  my  patients  that  transcends  any  payment  mechanism  they  might 
have.  Many  of  my  patients  have  private  insurance  but  still  choose  to  receive  their 
care  from  me  at  the  outpatient  facility.  Consequently,  my  personal  experience  is 
that  even  when  my  patients  can  get  their  care  paid  for  by  an  insurance  company, 
they  still  choose  to  come  to  see  me  because  of  the  quality  of  the  medical  care  I  pro- 
vide. 

AU  things  being  equal,  I  think  my  patients  would  continue  to  come  to  my  facility. 
If,  however,  a  private  facility  were  more  convenient  or  provided  better  quality  of 
care,  then  I  expect  we  would  see  some  erosion  in  our  patient  census.  An  example 
of  this  is  in  the  area  of  prescription  druM.  On  many  occasions,  I  am  limited  in  what 
I  can  prescribe  for  my  patients  by  the  facility's  drug  formulary.  Certain  drugs  are 
just  not  available  to  our  facility  because  the  Therapeutics  Committee  has  decided 
against  purchasing  certain  drugs.  If  I  have  a  patient  who  needs  a  particular  drug 
not  on  our  formulary,  I  will  encourage  the  patient  to  go  to  a  private  physician  who 
can  prescribe  the  necessary  medication.  Over  time,  there  is  a  good  chance  we  will 
lose  thee  patients  simply  because  we  cannot  provide  them  with  the  type  of  services 
they  need. 


^See  p.  276  for  the  joint  position  paper  referred  to. 
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Question  4.  What  do  you  suggest  that  VA  could  or  should  do  to  expand  and  im- 
prove training  programs  for  primary  care  providers? 

Answer.  The  Orlando  outpatient  facility  has  served  as  a  clinical  site  for  the  Uni- 
versity of  Florida  PA  program  for  many  years.  This  has  been  a  mutually  beneficial 
relationship  and  has  helped  the  VA  recruit  and  retain  PAs.  Unfortunately,  the  same 
cannot  be  said  of  most  other  VA  facilities. 

Whereas  all  medical  schools  have  a  clinical  affiliation  with  a  VA  facility,  only 
slightly  more  than  half  of  the  PA  programs  in  this  country  have  established  clinical 
relationships  with  VA  facilities.  It  is  my  understanding  that  this  is  not  because  PA 
programs  don't  seek  such  linkages  but  rather  because  many  VA  facilities  choose  to 
void  getting  involved  in  PA  education. 

Last  year,  more  than  50%  of  the  PA  graduates  chose  to  practice  in  primary  care. 
If  the  VA  is  serious  about  recruiting  more  primary  care  providers,  it  must  do  a  bet- 
ter job  of  linking  VA  facilities  with  PA  and  NP  programs — disciplines  with  proven 
track  records  of  producing  large  numbers  of  primary  care  providers. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE 
AMERICAN  PSYCHL^TRIC  ASSOCIATION  AND  THE  RESPONSES 

Question  1.  Are  there  serious  weaknesses  in  the  VA  health  care  system  that  need 
to  be  addressed  if  VA  is  to  compete  directly  with  non-VA  providers? 

Answer.  "Riere  exists  a  number  of  flaws  in  the  current  VA  system  that  signifi- 
cantly impede  the  agency's  ability  to  compete  with  non-VA  providers.  Many  of  these 
wealcnesses  are  attributable  to  shortages  or  those  Regulations  and  Policies  which  se- 
verely restrict  the  field  facilities'  ability  to  independently  manage  their  resources. 
The  chronic  underfunding  of  the  VA  is  an  impediment  in  the  competition  although 
it  could  have  been  an  asset  if  it  had  not  been  as  chronic.  These  problems  could  be 
alleviated  throu^  the  following  measures: 

(a)  The  establishment  of  more  competitive  salary  rates  for  professional  stfiff 
in  order  to  improve  the  effectiveness  of  recruitment  and  retention  efibrts. 

(b)  More  timely  determinations  of  facilities'  future  budget  allocations  to  re- 
duce uncertainties  in  the  local  and  national  planning  process.  (For  example, 
more  year  budgets). 

(c)  Additioncd  monies  for  system-wide  plant  modernization. 

(d)  Elimination  of  agency  policy  that  arbitrarily  delays  the  purchase  of  a  dis- 
proportionate amount  of  medical  equipment  until  the  fourth  quarter  of  every 
fiscal  year.  For  the  other  three  quarters,  medical  centers  are  virtually  unable 
to  purchase  even  the  most  desperately  needed  equipment. 

(e)  Elimination  of  many  of  the  restrictions  on  methods  of  advertising  and  pub- 
licizing VA  hospital  services. 

(0  Shift  in  focus  from  spending  limitations  within  specific  accounts  and  the 
mandatory  maintenance  of  certain  personnel  (FTEE)  levels  to  a  more  general 
requirement  that  medical  centers  merely  operate  within  a  global  budget  relative 
to  their  missions,  thereby  permitting  more  local  determinations  in  spending. 

(g)  Expansion  of  the  categories  of  services  that  can  be  provided  by  VA  facili- 
ties to  non-VA  entities  under  sharing  agreements.  Such  arrangements  are  cur- 
rently limited  to  scarce  medical  resources. 

(h)  Outdated  personnel  policies  to  enable  management  to  eflect  personnel 
changes  more  expeditiously. 
In  addition  to  the  above  recommendations  regarding  policies  and  funding,  it  is 
also  imiwrtant  that  determinations  on  future  sites  of  satellite  clinics  be  based  on 
thorough  assessments  of  geographic  location,  access,  and  transportation  options. 
Currently,  access  to  remote  areas  is  sometimes  determined  by  political  processes 
and  limited  by  reliance  on  donated  services  of  veterans  service  organizations.  Agen- 
cy support  is  needed  to  extend  access  for  all  veterans. 

Question  2.  If  you  had  complete  authority  and  sufficient  resources  to  change  the 
way  your  VA  facility  operates,  what  is  the  single  most  important  change  you  would 
institute  to  make  it  more  attractive  to  potential  patients? 

Answer.  Given  the  necessary  resources,  the  Highland  Drive  VAMC  would  effect 
operational  improvements  in  its  provision  of  ambulatory  care  services.  These  im- 
provements would  consist  mainly  of  the  addition  of  an  ambulatory  care  wing  and 
the  modernization  of  existing  clinic  space;  the  establishment  of  aoditional  satellite 
clinics  in  the  appropriate  geographic  location;  supplemental  clinic  stsdT;  improved  ac- 
cessibility throu^  the  expansion  of  patient  transportation  services;  the  comput- 
erization of  patient  records;  and  computerized  access  to  these  clinics. 
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Question  3.  If  national  health  care  reform  provides  veterans  who  use  you  facility 
with  better  access  to  health  insurance  and  thus  non-VA  facilities,  do  you  think  that 
many  of  them  would  stop  coming  to  your  facility  for  care? 

Answer.  It  is  unlikely  that  many  veterans  now  using  the  services  of  VAMC  High- 
land Drive  would  opt  for  non-VA  facilities  if  given  the  opportunity.  This  determina- 
tion is  based  on  the  observation  that  VA  provides  many  specialized  mental  health 
services  which  are  particularly  well-suited  to  the  needs  of  veterans  and/or  superior 
to  private  sector  equivalents  (such  as  substance  abuse  and  Post  Traumatic  Stress 
Disorder  programs).  In  addition,  it  is  unlikely  that  the  private  sector  would  be  will- 
ing to  adopt  mental  health  programs  suited  to  the  veterans'  needs  on  a  large-scaJe 
basis,  since  such  services  (which  frequently  consist  of  long-term,  labor-intensive, 
chronic  care)  are  unattractive  from  the  standpoint  of  profit.  Moreover,  a  sizeable 
number  of  VAMC  Highland  Drive's  patients  (33%)  do  nave  private  insurance,  yet 
have  chosen  not  to  seek  care  from  non-VA  facilities. 

Question  4.  According  to  your  written  statement,  a  National  Institute  of  Health 
report  stated:  Tor  people  with  severe  mental  health  disorders,  the  chances  of  ob- 
taining significant  benefits  through  treatment  have  never  been  better."  Tell  me 
what  nindrances  exist,  especially  in  regulation  and  policy,  to  improving  VA's  serv- 
ices in  this  arena  and  what  can  be  done  in  the  short  term  to  make  mental  health 
services  even  better. 

Answer.  My  statement  refers  to  the  great  treatment  advances,  such  as  better 
antidepressants,  antianxiety  and  antipsychotic  agents,  but  also  our  growing  under- 
standing of  Post  Traumatic  Stress  Disorder  (PTSD),  through  medication  treatment 
and  biological  and  clinical  studies. 

Mental  health  services  can  be  markedly  improved  in  the  VA  system  through 
greater  support  for  implementation  of  research  findings  in  all  arenas.  Support  is 
most  urgently  needed  in  the  form  of  additional  funding  for  the  use  of  clozapine  with 
less  centralized  oversight  for  its  use — which  delays  and  limits  treatment  access — 
and  other  newer/experimental  pharmaceuticals.  More  monies  should  also  be  allo- 
cated to  psychogeriatric  research  and  used  to  establish  additional  Geriatric  Re- 
search, Education  and  Clinical  Centers  (GRECCs),  as  well  as  establishing  Mental 
Illness  Research,  Education  and  Clinical  Centers  (MIRECCs).  MIRECCs  could  held 
bring  to  the  U.S.  market  newer  pharmaceuticals  for  the  long-term  care  patients. 
Such  centere  would  assure,  if  well  funded,  the  strongly  needed  continued  recruit- 
ment of  expert  clinicians. 

Question  5.  What  do  you  suggest  that  VA  could  or  should  do  to  expand  and  im- 
prove training  programs  for  primary  care  providers? 

Answer.  The  Department  of  Veterans  AlTairs  is  well  positioned  to  contribute  to  the 
training  of  more  primary  care  providers  for  the  nation  s  health  care  system.  The  ex- 
pansion of  its  primary  care  training  capabilities  could  be  most  readily  achieved 
through  funding  increases  in  tuition  support  for  general  internist  and  family  practi- 
tioner programs.  Likewise,  funding  for  additional  payback  programs  (where  physi- 
cians agree  to  provide  their  services  in  a  given  specialty  and/or  geographic  area  in 
exchange  for  tuition  waivers  or  reductions)  would  generate  greater  interest  in  the 
primary  care  field. 

One  progressive  model  for  primary  care  expansion  is  based  on  financial  incentives 
through  increased  reimbursement  from  third  party  payors.  Under  this  system  hos- 
pitals providing  primary  care  training  receive  differential  rates  form  Medicare,  Med- 
icaid, and  private  insurers  as  compensation  for  indirect  medical  education  expenses. 
These  supplemental  monies  are  then  pooled  by  affiliated  universities  and  redistrib- 
uted for  use  in  grants,  to  defray  recruitment  expenses,  and  to  bolster  primary  care 
curricula. 

Ultimately,  increased  interest  in  the  primary  care  and  family  practice  fields  may 
be  most  readily  generated  by  increasing  the  financial  incentives  for  such  career 
choices.  By  establishing  salary  rates  for  VA's  general  practitioners  that  are  more 
competitive  with  those  for  its  specialists,  the  federal  government  could  demonstrate 
its  commitment  to  promote  primary  care  medicine  as  the  foundation  of  the  nation's 
future  health  care  system. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE  AMVETS 
AND  THE  RESPONSES 

Question  1.  Approximately  what  percentage  of  your  organization's  current  mem- 
bers use  VA  health  care  today  and  for  what  kind  of  care? 

Answer.  A  survey  of  AMVETS  members  indicated  about  22.5%  used  VA  medical 
services.  However  the  survey  did  not  discriminate  the  range  of  medical  services 
sought.  Based  upon  other  membership  demographics,  it  is  safe  to  assume  that  a  fiiU 
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range  of  care  was  needed  and  income  was  a  determining  factor  for  many  in  gaining 
access  to  the  system.  In  addition,  AMVETS'  55  National  Service  Officers  processed 
nearly  17,000  new  powers  of  attorney  and  assisted  with  over  59,000  claims  for  bene- 
fits of  all  types. 

Question  2.  Are  there  any  serious  weaknesses  in  the  VA  health  care  system  that 
need  to  be  addressed  if  VA  is  to  compete  directly  with  non-VA  providers? 

Answer.  VA  must  accomplish  eligioility  reform  to  define  its  primary  care  and  op- 
tional care  populations  ana  determine  the  continuum  of  care  for  those  groups;  insti- 
tute a  marketing  program  based  on  its  market  niche;  secure  stable  funding  based 
on  the  entitled  core  group  plus  other  eligibles;  institute  and  retain  personnel  man- 
agement policies  that  promote  long-term  employment  for  high  quality  emplovees 
and  weed  out  those  not  dedicated  to  quality  care;  uodate  the  aging  physical  plant; 
improve  rural  access;  and  reduce  the  equipment  backlog. 

Question  3A.  Most  health  insurance  plans  offer  both  individual  and  family  cov- 
erage. VA,  in  contrast,  provides  coverage  only  for  the  families  and  survivors  of  a 
small  number  of  veterans  who  have  total  and  permanent  service-connected  disabil- 
ities. 

If  VA  were  to  compete  with  non-VA  insurers  for  veteran  enroUees,  do  you  think 
lack  of  familv  coverage  might  be  a  disincentive  for  a  veteran  to  choose  VA? 

Answer  3A.  Long  waiting  times  for  adjudication  and  appointments  show  that  the 
current  lack  of  family  coverage  is  not  a  disincentive  to  seek  VA  care.  AMVETS  will 
support  opening  VA  doors  to  all  family  members  once  all  honorably  separated  veter- 
ans have  access  to  the  VA  system  in  some  form. 

Question  3B.  If  the  President's  plan  required  all  providers  participating  in  health 
alliances  (HEPCs)  to  provide  both  mdividual  and  familv  coverage,  would  you  support 
allowing  all  veterans  families  to  enroll  in  the  VA  health  care  system  and  to  receive 
care  either  in  VA  facilities  or  under  VA  contracts  with  non-VA  facilities  and  provid- 
ers? 

Answer  SB.  Only  if  all  honorably  separated  veterans  have  access  to  VA 
healthcare. 

Question  4.  Under  current  law,  the  Indian  Health  Service  can  receive  reimburse- 
ment from  Medicare.  Anecdotal  information  suggests  that  the  Office  of  Management 
and  Budget  often  overestimates  the  amount  of  moneys  that  IHS  facilities  can  collect 
from  Medicare,  which  has  the  net  effect  of  reducing  total  funds  available  to  IHS  to 
meet  Native  Americans'  health  care  needs.  Are  you  concerned  that  the  VA  mi^t 
run  into  the  sameproblem  if  Congress  allowed  it  to  collect  Medicare  reimbursement? 

Answer.  AMVETS  shares  the  concern  about  offsets  based  upon  predicted  non-ap- 
propriated revenue,  and  has  often  testified  in  favor  of  authorizing  VA  to  bUl  Meai- 
care  for  services  rendered  to  Medicare  eligibles.  We  have  also  testified  in  favor  of 
retention  of  all  such  collections  within  the  VA  medical  care  account — preferably  at 
the  facility  providing  the  service  and  we  are  opposed  to  any  offset  based  upon  pre- 
vious year's  collections  or  estimates  of  collections. 

Question  5A.  Most  employers  that  offer  employees  choices  among  health  insurance 
plans  require  employees  to  choose  one  plan.  Once  an  employee  makes  that  choice, 
the  employee  must  remain  with  that  plan  for  a  fixed  perioa  of  time. 

If  the  President's  plan  required  all  Americans  to  make  that  sort  of  choice,  would 
it  be  reasonable  to  hold  veterans  to  the  same  expectation? 

Answer  5A.  AMVETS  would  support  some  form  of  "open  season"  similar  to  that 
for  federal  employees  to  allow  veterans  to  seek  what  they  feel  is  the  most  cost-effec- 
tive care. 

Question  5B.  Should  different  rules  apply  to  veterans  entitled  to  VA  care  and 
those  who  would  be  eligible  to  participate  tnrou^  a  buy-in  option? 

Answer  5B.  AMVETS  favors  rules  that  would  allow  the  core  beneficiary  popu- 
lation that  is  entitled  to  free  care  the  option  of  shifting  to  "buy  in"  care  at  any  time 
they  are  not  satisfied  with  the  level  of  care.  This  assumes  the  buy  in  option  would 
not  contain  copavments  for  the  core  group  and  would  offer  some  level  of  choice  be- 
tween contracted  services  and  VA  in-nouse  treatment.  Those  non-service-connected 
veterans  who  are  buying  in  should  be  locked  in  for  the  specified  period. 

Question  6.  Some  have  suggested  that,  in  order  to  level  the  playing  field"  for  VA 
to  compete  with  non-VA  insurers  and  providers,  local  managers  must  be  freed  from 
the  constraints  of  current  hiring,  personnel,  and  appropriation  rules,  and  from 
central  oversight,  reporting  requirements,  and  inspections.  At  the  same  time,  there 
are  good  justifications  for  these  and  other  protections  in  current  law.  How  can  these 
apparent  conflicts  be  reconciled? 

Answer.  Given  adequate  baseline  funding,  VA  can  compete  on  an  essentially  level 
playing  field.  Not  all  niring  and  personnel  rules  put  VA  at  a  disadvantage.  For  in- 
stance, the  pay  of  VA  professionals  is  somewhat  less  than  that  commanded  in  the 
private  sector.  But  when  coupled  with  freedom  from  tort  liability,  an  opportunity  to 


concentrate  on  medicine  instead  of  paperwork  and  other  day-to-day  routine  dif- 
ferences, VA  personnel  costs  and  operations  offer  a  significant  potential  advantage 
in  attracting  and  retaining  quality  professionals  at  a  lower  cost.  Similarly,  if  the  ap- 
propriations process  were  to  adopt  mandatory  funding  for  entitled  care,  VA  adminis- 
trators could  be  confident  of  resources  equal  to  the  task.  Regarding  oversi^t,  re- 
porting requirements  and  inspections,  AMVETS  supports  these  management  initia- 
tives as  part  of  the  system  of  checks  and  balances  that  help  ensure  quality  care  and 
thereby  ensure  competitiveness. 

Question  7A.  In  vour  testimony  you  indicated  that  you  believe  that  VA  can  and 
should  compete  with  non-VA  providers. 

Should  this  competition  occur  in  the  context  of  health  alliances  (purchasing  co- 
operatives)? 

Answer  7 A.  We  understand  that  VA  currently  procures  most  of  the  drugs  for  fed- 
eral health  agencies.  Last  year's  legislation  to  lower  the  cost  of  drugs  shows  the  po- 
tential savings  when  using  purchasing  cooperatives.  Regionalization  and  increased 
sharing  of  facilities  and  equipment  are  also  examples  of  cooperatives  or  at  least  the 
advantages  of  cooperation  among  healthcare  providers.  We  support  the  concept  of 
healthcare  alliances. 

Question  7B.  If  VA  were  to  compete  through  health  alliances,  should  VA  be  re- 
quired to  provide  the  same  standard  benefits  package  as  non-VA  providers? 

Answer  7B.  VA  should  be  required  to  provide  the  full  continuum  of  services 
through  the  most  effective  mix  of  delivery  modes.  AMVETS  maintains  that  veterans 
have  earned  a  benefits  package  that  is  superior  to  that  available  to  the  general  pub- 
lic. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE  NATIONAL 
ASSOCL^TION  OF  VA  CHIEFS  OF  STAFF  AND  THE  RESPONSES 

Question  1.  Are  there  any  serious  weaknesses  in  the  VA  health  care  system  that 
need  to  be  addressed  if  VA  is  to  compete  directly  with  non-VA  providers? 

Comparison  With  Non-VA  and  Need  for  Level  Playing  Field 

Answer.  While  I  believe  that  VA  already  provides  cost-effective  health  care  for  vet- 
erans, we  have  not  conclusively  proven  this  hypothesis.  Such  a  comparison  is  com- 
plex but  achievable.  In  performmg  such  a  comparison,  the  uniq[ue  differences  be- 
tween VA  and  non-VA  providers  will  be  obvious.  Many  of  the  "differences"  may  be 
more  strengths  than  weaknesses  but  they  are  rarely  provided  in  non-VA  systems. 
It  is  extremely  doubtful  that  basic  benefit  packages  under  health  care  reform  will 
include  many  of  the  services  which  VA  provides.  Examples  of  unique  VA  services 
and  characteristics  include:  a  patient  population  which  has  selected  vA  for  care  be- 
cause they  have  high  cost  illnesses  (e.g.  AIDS,  psychiatric  illness,  alcoholism,  drug 
abuse,  cancer,  vascular  disease),  homeless  programs,  blind  rehabilitation,  free  pros- 
thetics, spinal  cord  injury  services,  long-term  rehabilitation,  backup  to  Department 
of  Defense,  response  to  medical  emergencies,  vocational  rehabilitation,  end  stage 
renal  disease  programs  with  dialysis,  dental  services  for  entitled,  free  chaplain  serv- 
ice, travel  to  and  from  VA,  halfway  nouse  treatment  and  domiciliaries,  high  quality 
geriatric  research  and  treatment  (GRECC's),  Alzheimer  units,  hospice  units,  long- 
term  psychiatric  and  nursing  home  care,  and  maintenance  of  large  campuses  and 
historical  buildings. 

Enhancements  to  Allow  VA  to  Compete  Effectively 

Where  viewed  as  weaknesses  or  opportunities,  VA  is  handicapped  by  various  laws, 
policies  and  practices  which  will  continue  to  constrain  its  effectiveness  as  a  health 
care  system.  These  opportunities  can  be  divided  into  those  outside  the  control  of  the 
Veterans  Health  Administration  and  those  which  mi^t  be  changed  within  VHA. 

BEYOND  VHA: 

•  Personnel  practices  are  burdensome  and  ineffective.  Special  pay  regulations 
require  documented  suffering  before  comparable  pay  can  be  obtained  thus  guar- 
anteeing mediocrity.  Physician  pay  cannot  be  varied  based  on  performance. 

•  Information  systems  in  VA  have  been  highly  regulated  and  restricted.  Since 
VA  only  recently  began  to  bill  for  services,  billing  functions  are  not  advanced 
in  capability.  Insistence  on  private  sector  ADP  initiatives  (IHS)  has  been  costly 
in  dollars  and  time. 

•  Funding  for  VA  care  is  independent  of  workload.  Thus,  clinicians  must  titer 
the  number  of  veterans  receiving  care  to  the  available  dollars.  These  clinicians 
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are  placed  in  an  ethical  and  moral  bind:  treat  so  many  veterans  that  the  dollars 
and  staffing  are  stretched  thin  or  discharKe  veterans  into  the  community  where 
they  oftennave  no  alternative  funding  lor  care.  To  be  effective,  funding  and 
workload  must  be  dependent  on  each  other  and  reimbursement  must  be  com- 
mensurate with  that  in  non-VA  ^stems. 

•  VA  is  inspected  constantly.  Year  after  year,  providers  in  the  field  point  to 
lack  of  stafTing,  lack  of  funding  for  staff  education,  and  lack  of  equioment  to 
explain  the  imperfections  which  are  found  during  inspection.  Year  after  year, 
new  regulations  are  written  which  forbid  human  error,  add  new  requirements, 
and  hold  responsible  those  who  are  powerless  to  change  the  fundamental  flaws. 
Inspection  by  those  who  are  not  trained  in  the  areas  they  inspect  and  who  have 
no  responsibility  to  find  achievable  solutions  is  not  helpful.  WhUe  we  need  to 
be  certain  that  the  money  is  in  the  till,  most  inspection  is,  as  Deming  would 
say,  'too  late."  In  addition  to  wasting  resources  and  failing  to  fix  the  problems, 
over-inspection  mars  the  reputation  of  VA. 

•  VA  needs  clear  eligibihty  rules  and  consistency  between  inpatient  and  out- 
patient care. 

WITHIN  vha: 

•  Integration  and  coordination  of  care  with  assignment  of  primary  care  treat- 
ment teams. 

•  Decreased  waiting  times  by  effective  scheduling. 

•  Enhanced  communication  with  non-VA  providers  who  may  share  respon- 
sibility for  some  patients. 

Question  2.  If  you  had  complete  authority  and  sufficient  resources  to  change  the 
way  your  VA  facility  operates,  what  is  the  single  most  important  change  you  would 
institute  to  make  it  more  attractive  to  potential  patients? 

Answer.  Institute  and  perfect  primary  and  preventive  health  care. 

How?  The  most  important  asset  in  a  health  care  organization  is  its  people.  The 
VA  personnel  sjrstem  is  the  single  most  important  impediment  to  improvmg  the  per- 
formance of  VA  employees.  The  personnel  system  suffers  from  arcane  classiffcation 
rules,  lack  of  comparable  pay,  lacK  of  incentives,  a  bureaucratic  performance  evalua- 
tion system  which  robs  employees  of  their  pride,  and  impediments  in  putting  money 
where  values  are. 

Question  3.  If  national  health  care  reform  provides  veterans  who  use  your  facility 
with  better  access  to  health  insurance  and  thus  non-VA  facilities,  do  you  think  that 
many  of  them  would  stop  coming  to  your  facility  for  care? 

Answer.  While  some  veterans  would  undoubtedly  choose  to  obtain  their  health 
care  elsewhere,  the  net  change  in  VA  usage  would  depend  on  the  total  care  pack- 
ages in  VA  and  non-VA.  To  the  patients  we  currently  treat,  a  few  dollars  are  impor- 
tant. Co-pay  for  services  and  coverage  of  some  or  aU  of  prescription  costs  would  be 
major  factors.  Additionally,  some  services  may  not  be  available  in  the  community: 
chronic  psychiatric  care,  spinal  cord  injury  care,  methadone  cUnics,  and  drug/alcohol 
treatment.  In  some  areas,  alternative  health  care  may  be  poor  or  non-existent. 

Question  4.  What  do  you  suggest  that  VA  could  or  should  do  to  expand  and  im- 
prove training  programs  for  primary  care  providers? 

Answer.  VA  mi^t  work  with  Chairpersons  and  Deans  to  develop  a  lone-range 
strategy  to  train  primary  care  physicians.  Any  additional  staff  and  resident  slots  for 
primary  care  should  be  phased  in  (abrupt  changes  will  decrease  quality  by  moving 
care  from  highly  skilled  specialists  to  an  insufficient  pool  of  genersuists).  Affiliations 
with  family  practice  programs  might  be  considered.  To  enhance  the  programs,  addi- 
tional female  patients  and  even  children  would  helpful. 

Bright  and  empathetic  physicians  might  be  identified  and  actively  encouraged  to 
pursue  primary  care.  We  could  develop  models  of  care  which  emphasize  the  positive 
aspects  of  primary  care  (long-germ  relationship  with  patients,  minimal  impediments 
to  rendering  care,  and  challenging  diagnostic  evaluations)  while  minimizing  the  neg- 
ative (unreasonable  woric  hours  and  onerous  paperwork).  VA  will  need  to  commit 
to  coordinated  outpatient  care.  Eventually,  we  might  have  to  follow  the  lead  of  Kai- 
ser Permanente  and  pay  generaUsts  more  than  specialists. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE 
PARALYZED  VETERANS  OF  AMERICA  AND  THE  RESPONSES 

Question  1.  Approximately  what  percentage  of  your  organization's  current  mem- 
bers use  VA  healtn  care  today  and  for  what  kind  of  care? 

Answer.  According  to  a  recent  (1990)  survey,  64  percent  of  PVA's  15,000  members 
regard  VA  as  their  primary  health  care  provider. 
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PVA  members  use  the  full  range  of  VA  services  but  they  particularly  rely  on  spe- 
cialized spinal  cord  injury  treatment  and  rehabilitation  programs.  About  half  of  VA's 
spinal  cord  iryury  patients  receive  care  at  facilities  with  SCI  centers. 

Question  2.  Are  there  any  serious  weaknesses  in  the  VA  health  care  system  that 
need  to  be  addressed  if  VA  is  to  compete  directly  with  non-VA  providers? 

Answer.  There  are  some  VHA  features  which  wUl  facilitate  adjustment  to  an  envi- 
ronment of  managed  competition  constrained  from  above.  The  VA  health  care  sys- 
tem has  always  operated  under  prospective  global  budgets  and  it  is  by  nature  a 
guasi-HMO  with  a  managed  care  mode  of  health  care  denvery.  There  is  little  reason 
for  any  defensive  practice  of  medicine.  And,  although  the  system  is  inefficient,  pe- 
rennial budget  shortfalls  have  certainly  made  its  managers  cost  conscious.  There  are 
also  some  aspects  of  VHA  that  will  have  to  be  changed  to  prepare  the  system  to 
function  in  a  competitive  environment. 

•  The  sine  qua  non  for  the  future  of  VA  is  the  elimination  of  statutory  obsta- 
cles to  patient  management — entitlement  reform.  If  VA  patients  do  not  have  ac- 
cess to  the  full-range  of  services  VHA  will  remain  a  quasi-HMO  and  not  a  truly 
manned  care  system. 

•  VA's  information  systems  and  information  resource  management  are  not 
fiilly  adequate  to  meet  the  requirements  for  bUling,  outcomes  evaluation,  and 
patient  satisfaction  reporting  that  competition  will  demand.  The  development  of 
patient-centered  treatment  and  cost  accounting  data  systems  is  critical  to 
reorienting  VA  to  interact  with  the  larger  national  health  care  delivery  and  fi- 
nancing systems.  VA's  current  systems  will  have  to  be  upgraded  and  integrated 
and  new  systems  to  track  costs  will  have  to  be  implemented.  Historically,  VA 
has  not  exercised  strong  centralized  control  over  information  resources  manage- 
ment. As  a  result,  VA  information  services  are  uneven  across  the  system,  not 
well  integrated,  and,  in  some  areas,  technologically  dated.  Overcoming  these 
shortcomings  and  developing  new  information  systems  will  require  a  substan- 
tial investment. 

•  Generally,  the  VA  system  is  unbalanced,  with  excess  inpatient  medical  and 
surgical  beds  and  insufficient  outpatient  and  long  term  care  space.  Efficiency, 
conformation  to  modem  medical  practice,  and  the  demographics  of  the  veteran 
population  all  dictate  the  expansion  of  VA's  clinics  and  long  term  care  pro- 
grams, both  institutional  and  non-institutional. 

•  Some  VA  facilities  are  not  in  good  condition.  The  backlog  of  needed  thera- 
peutic and  diagnostic  equipment  and  the  delay  of  physical-plant  maintenance 
compromises  VHA's  ability  to  deliver  quality  care. 

•  While  not  true  of  all  VA  facilities,  the  system  is  generally  regarded  as  dif- 
ficult to  use.  An  overwhelming  maiority  of  veterans  who  use  VA  confirm  that 
the  care  is  first-rate,  but  almost  all  veterans  complain  that  the  admissions  and 
scheduling  process  is  a  hassle.  VA  must  become  as  easy  to  use  as  customer-ori- 
ented private  sector  providers.  To  increase  VA's  market  share  among  female 
veterans,  VA  should  designate  a  women's  care  supervisor  at  each  facility  to  co- 
ordinate gender-specific  medical  needs  in-house  or  through  contract  or  sharing 
arrangements. 

•  VA  does  not  provide  the  range  of  patient  amenities — phones,  televisions, 
semi-private  rooms — that  are  available  in  private-sector  facilities. 

•  VA  has  no  marketing  authority  and  suffers  from  a  poor  public  image.  Suc- 
cessful competition  will  depend  on  how  well  VA  is  able  to  inform  veterans  of 
the  strengths  of  VA  and  the  advantages  of  choosing  the  veterans'  health  care 
system. 

Question  3A.  Most  health  insurance  plans  offer  both  individual  and  family  cov- 
erage. VA,  in  contrast,  provides  coverage  only  for  the  families  and  survivors  of  a 
small  number  of  veterans  who  have  total  and  permanent  service-connected  disabil- 
ities. 

If  VA  were  to  compete  with  non-VA  insurers  for  veteran  enrollees,  do  you  think 
lack  of  family  coverage  might  be  a  disincentive  for  a  veteran  to  choose  VA? 

Answer.  Lack  of  family  coverage  would  put  VA  at  a  distinct  disadvantage  in  a 
competitive  environment  but  the  impact  of  tne  disincentive  cannot  be  estimated. 

Absence  of  family  support  systems  is  characteristic  of  much  of  VA's  current  user 
population.  Fifty  percent  of  VA  users  never  married  or  are  divorced,  so  for  this 
group,  lack  of  family  coverage  would  not  affect  decisions  to  choose  VA.  Some  of  the 
remaining  50  percent  of  veterans  would  prefer  provider  px)ups  that  could  serve  fam- 
ilies. On  the  other  hand,  opening  VA  to  veterans'  famihes  would  adulterate  the  ex- 
clusive veteran  focus  that  attracts  some  VA  users.  The  overall  effects  on  workload 
are  difficult  to  predict  because  veterans  with  families  would  take  dependents'  access 
into  consideration  along  with  perceptions  of  quality,  preferences  of  family  members, 
degree  of  reliance  on  VA's  specialized  services,  and  otKer  subjective  factors. 
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Question  3B.  If  the  President's  plan  required  all  providers  participating  in  health 
alliances  (HIPCs)  to  provide  both  individual  and  family  coverage,  would  you  support 
allowing  all  veterans  families  to  enroll  in  the  VA  health  care  system  and  to  receive 
care  eitner  in  VA  facilities  or  under  VA  contracts  with  non-VA  facilities  and  provid- 
ers? 

Answer.  Yes,  if  Health  Alliances  were  required  to  provide  family  coverage  PVA 
would  support  the  enrollment  of  veterans  families  with  VA  if  veterans'  priority  ac- 
cess to  care  could  be  protected. 

Question  4.  Under  current  law,  the  Indian  Health  Service  can  receive  reimburse- 
ment from  Medicare.  Anecdotal  information  suggests  that  the  Office  of  Management 
and  Budget  often  overestimates  the  amount  ofmoney  that  IHS  facilities  can  collect 
from  Medicare  which  has  the  net  effect  of  reducing  total  funds  available  to  IHS  to 
meet  Native  Americans'  health  care  needs.  Are  jrou  concerned  that  the  VA  mi^t 
run  into  the  same  problem  if  Congress  allowed  it  to  collect  Medicare  reimburse- 
ment? 

Answer.  Yes,  PVA  is  concerned  that  direct  subvention  from  Medicare  could  be  off- 
set by  reductions  in  appropriations  and  could  reduce  total  funds  available  to  VA, 
just  as  it  has  to  IHS.  Congress  does,  however,  have  the  authority  to  restrain  the 
OfTice  of  Management  and  Budget  from  such  action.  PVA  believes  that  if  Congress 
recognizes  advantages  of  subvention  over  other  funding  mechanisms,  it  could  be  im- 
plemented without  a  negative  impact.  PVA  appreciates  the  pros  and  cons  of  this 
issue. 

Question  5A.  Most  employers  that  offer  employees  choices  among  health  insurance 
plans  require  employees  to  chose  one  plan.  Once  an  employee  make  that  choice,  the 
employee  must  remain  with  that  plan  for  a  fixed  period  of  time. 

If  the  President's  plan  required  all  Americans  to  make  that  sort  of  choice,  would 
it  be  reasonable  to  hold  veterans  to  the  same  expectation? 

Answer.  Generally,  veterans  who  enroll  in  VA  should  be  subject  to  the  same  con- 
straints as  non-veterans  enrolled  with  other  providers. 

Presumably,  all  plans  will  have  some  point-of-aervice  flexibility  to  allow  for  emer- 
gencies and  other  circumstances  in  whidi  access  to  services  via  the  enrolling  AHP 
IS  not  reasonable. 

In  some  cases,  veterans  who  enroll  in  a  non-VA  AHPs  and  who  require  specialized 
services  that  are  umquely  or  more  extensively  available  in  VA  should  be  allowed 
to  receive  VA  care.  The  S.C.  veterans  must  have  unrestricted  access  to  VA  health 
care  regardless  of  their  inclusion  in  another  AHP.  For  the  S.C.  veteran  who,  wheth- 
er due  to  employment  or  other  circumstances,  is  a  participant  in  an  AHP  other  than 
the  VA,  the  nation's  responsibility  for  care  remains.  The  veteran's  entitlement  to 
health  care  services  is  an  earned  benefit  than  cannot  be  negated  by  access  to  other 
sources  of  care. 

Non-Core-Group  and  non  service-connected  veterans  who  are  enrolled  in  AHPs 
other  than  VA  must  also  be  able  to  access  those  VA  services  not  included  in  their 
AHP  basic  benefit  package.  The  cost  of  access  to  such  care  should  not  be  the  respon- 
sibility of  VA  or  the  government,  but  that  of  the  individual  veteran  or  his  AHP  car- 
rier. 

In  the  case  of  VA  enrolled  Core-Group  veterans,  VA  must  purchase  care  from  the 
private  medical  sector  when  such  needed  care  is  not  conveniently  avaUable  in  a 
VAMC. 

Question  SB.  Should  different  rules  apply  to  veterans  entitled  to  VA  care  and 
those  who  would  be  eligible  to  participate  tnrou^  a  buy-in  option? 

Answer.  No.  Veterans  that  buy-in  to  VA  should  be  subject  to  the  same  rules. 

Question  6.  Some  have  suggested  that,  in  order  to  "level  the  playing  field"  for  VA 
to  compete  with  non-VA  insurers  and  providers,  local  managers  must  be  freed  from 
the  constraints  of  current  hiring,  personnel,  and  appropriation  rules,  and  from 
central  oversight,  reporting  requirements,  and  inspections.  At  the  same  time,  there 
are  good  justifications  for  uiese  and  other  protection  in  current  law.  How  can  these 
apparent  conflicts  be  reconciled? 

Answer.  While  PVA  reco^izes  the  problems  of  micro-management  and  advan- 
tages of  some  decentralization,  the  establishment  of  policy,  assignment  of  facility 
missions,  and  operational  oversight  should  remain  centralized. 

The  suggestion  that  VA  should  be  able  to  circumvent  federal  hiring  and  personnel 
regulations,  presumably  to  allow  local  administrators  to  adjust  salaries  and  FTEE 
to  adapt  to  local  market  conditions,  is  not  realistic.  VA's  200,000  federal  employees 
are  not  likely  to  accept  modifications  that  might  Jeopardize  their  job  security  or  com- 
promise their  benefits.  VA  is  a  federal  system.  PVA  believes  that  federal  employees 
can  deliver  high-quality,  competitive  health  care  services. 

The  suggestion  that  appropriations  rules  could  be  changed  implies  that  Congress 
would  have  to  give  up  some  degree  of  its  power  and  responsibility  for  ensuring 
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health  care  services  for  veterans.  While  it  could  relinquish  some  power,  Congress 
cannot  avoid  ultimate  responsibility  for  the  care  of  core-entitled  veterans.  VA  mnd- 
ing  mechanisms  may  be  modified  to  include  subvention,  and  non-appropriated  dol- 
lars, but,  as  the  guarantor  of  veterans'  health  care  services.  Congress  must  retain 
the  power  to  authorize  VA  spending. 

The  suggestion  that  VA  should  be  freed  from  central  oversight,  reporting  require- 
ments, and  inspections  is  not  reasonable.  In  the  first  place,  quality  assurance  mech- 
anisms are  essential  to  veterans'  confidence  in  the  VA  heaJth  care  system.  In  the 
second  place,  VA  is  quite  capable  of  meeting  both  internal  and  external  quality 
standards. 

Question  7A.  In  your  testimony  you  indicated  that  you  believe  that  VA  can  and 
should  compete  with  non-VA  providers. 

Should  this  competition  occur  in  the  context  of  health  alUances  (purchasing  co- 
operatives)? 

Answer.  PVA  will  support  the  establishment  of  a  relationship  between  VA  and  the 
elements  of  new  national  system  that  will  assure  a  "level  playing  field"  to  allow  VA 
to  operate  in  a  competitive  environment.  PVA  believes  tnat  given  entitlement  re- 
form, adequate  funding,  and  some  incentives  to  help  balance  its  casemix,  VA  can 
thrive  in  a  competitive,  cost-conscious  environment.  In  fact,  we  believe  that  VA  will 
be  in  a  stronger  position  if  it  is  integrated  into  a  national  system  than  it  would  be 
if  it  were  completely  isolated. 

Wherever  VHA  services  are  available,  VHA  should  be  a  health  care  provider  op- 
tion available  to  all  veterans  purchasing  health  care  through  a  purchasmg  coopera- 
tive or  "health  alliance."  Any  veteran  who  becomes  a  VHA  patient  must  have  access 
to  the  full  range  of  VHA  services. 

Question  7B.  If  VA  were  to  compete  through  health  alliances,  should  VA  be  re- 
quired to  provide  the  same  standard  benefits  package  as  non-VA  providers? 

Answer.  VHA  should  provide  all  services  specified  in  the  basic  benefits  package 
plus  specialized  services  such  as  SCI  care,  rehabilitation,  prosthetics  services,  blind 
rehabilitation,  drug  and  alcohol  abuse  treatments,  psycho-social  services  such  as 
post-traumatic  stress  disorder  treatment,  and  long-term  care. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE 
AMERICAN  LEGION  AND  THE  RESPONSES 

Question  1.  Approximately  what  percentage  of  your  organization's  current  mem- 
bers use  VA  health  care  and  for  what  kind  of  care? 

Answer.  The  American  Legion,  unlike  some  other  veterans  service  organizations, 
does  not  have  a  membership  which  must  have  a  certain  disability  in  order  to  belong 
to  the  organization.  The  American  Legion  has  a  more  "generic"  type  of  membership. 
We  do  not  inquire  upon  membership  application  about  disabilities  and  therefore 
cannot  accurately  project  VA  health  care  usage. 

Question  2.  Are  there  serious  weaknesses  m  the  VA  health  care  sjrstem  that  need 
to  be  addressed  if  VA  is  to  compete  directly  with  non-VA  providers? 

Answer.  Yes. 

The  VA  will  have  difficulty  in  determining  its  potential  user  population,  the  serv- 
ices to  be  offered  and  at  what  cost  and  hence  the  competitive  care  package  and  its 
premium  cost,  unless  there  are  distinct  guidelines  for  eligibility  for  VA  care  admin- 
istered universally  across  the  entire  veteran  cohort.  This  definitive  action,  combined 
with  a  clear  mission  for  each  facility  under  VAs  National  Health  Plan,  will  help  the 
VA  compete  with  non-VA  providers. 

Another  issue  here  is  the  inability  of  the  VA  to  "cost  out"  package  of  benefits.  For 
instance,  if  the  competitive  package  were  not  to  include  long  term  care  (LTC),  the 
VA  would  have  to  separate  out  its  cost  of  LTC  before  pricing  the  package.  Also,  the 
cost  of  treating  those  veterans  who  are  rendered  care  under  mandate  must  also  be 
factored  out  of  the  package  cost.  A  simple  way  to  express  this  dilemma  is  to  simply 
say,  "The  playing  field  must  be  level.  That  is,  the  cost  of  the  health  care  package 
must  be  based  upon  the  costs  of  the  components  of  the  package,  not  other  mitigating 
factors. 

Accessibility  of  VA  care  must  be  considered.  The  VA  could  not  or  should  not  com- 
pete for  veteran  patients  in  a  rural  delivery  area  where  no  veterans  health  care  fa- 
cilities exist. 

In  addition,  the  inability  of  the  VA  to  compete  for  Medicare  patients  would  be  a 
major  drawback  since  the  VA  presently  cannot  collect  the  costs  of  care  from  the 
Medicare  system. 

Question  3A.  Most  health  insurance  plans  offer  both  individual  and  family  cov- 
erage. The  VA,  in  contrast,  provides  coverage  only  for  the  families  and  survivors  of 
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a  small  number  of  veterans  who  have  total  and  permanent  service-connected  disabil- 
ities. 

If  VA  were  to  compete  with  non-VA  insurers  for  veteran  enrollees,  do  you  think 
lack  of  family  coverage  might  be  a  disincentive  for  a  veteran  to  chose  VA? 

Answer.  We  agree  that  such  disincentive  could  exist.  However,  since  the  VA  is  a 
health  care  system  designed  and  dedicated  to  the  care  of  veterans  and  their  disabil- 
ities, the  treatment  of  veterans  family  members  would  have  to  be  carefully  exam- 
ined in  regard  to  the  impact  on  veterans  such  expansion  would  bring  about.  Most 
of  today's  veterans  come  to  VA  for  care  which  is  unique  to  their  disabilities  such 
as  prosthetics  or  they  come  for  mandated  and  service-connected  care  or  because  they 
simply  cfm't  afford  care  in  the  private  sector.  The  veteran  population  today  is  about 
27  mflUon.  Only  10%  of  that  population  utilize  VA  health  care.  There  are  only  about 
90,000  beds  in  the  system  with  one-third  closed  for  lack  of  fiands  .  .  .  not  lack  of 
veteran  patients.  With  maximal  outpatient  utilization  by  veterans,  the  system  could 
possibly  be  operating  at  the  capacity  for  which  it  was  designed  given  eligibility  re- 
form. There  would  hopefuUy  be  a  move  to  VA  by  an  expanded  universe  oT  veterans 
which  would  create  optimal  use  of  the  VAs  health  care  facilities  without  bringing 
non-veterans  into  the  ^stem. 

Question  3B.  If  the  President's  plan  required  all  providers  participating  in  health 
alliances  (HIPCS)  to  provide  both  individual  and  family  coverage,  would  you  support 
allowing  all  veterans  families  to  enroll  in  the  VA  health  care  system  and  to  receive 
care  eitner  in  VA  facilities  or  under  VA  contracts  with  non-VA  facilities  and  provid- 
ers? 

Answer.  The  American  Legion  remains  firm  in  its  opposition  to  use  of  VA  health 
care  facilities  by  other  than  veterans  except  where  there  is  clear  and  irreftitable  evi- 
dence of  excess  capacity.  The  issue  of  patient  priority  comes  into  play  in  this  sce- 
nario. As  we  stated  in  our  response  to  testimony  questions  relating  to  the  care  of 
children  in  VA,  we  are  not  interested  in  supporting  a  system  of  "well-baby  clinics," 
but  a  system  of  "Swell-veteran  clinics."  VA  presently  contracts  out  certain  care  which 
it  determines  to  be  not  cost-eflective  and  that  process  could  continue.  However,  at 
some  point,  contract  care  would  defeat  a  major  attraction  of  the  VA  and  of  health 
care  reform  which  is  quality  care  at  low  cost.  Should  the  mandated  package  contain 
such  services  as  obstetrics  or  pediatrics,  our  position  in  regard  to  support  for  such 
VA  programs  would  have  to  be  carefully  re-examined.  The  bottom  line  is  that  the 
Legion  wants  every  veteran  who  needs  and  wants  care  from  the  VA  to  have  that 
care  available  to  him  or  her. 

Question  4.  Under  current  law,  the  Indian  Health  Service  can  receive  reimburse- 
ment from  Medicare.  Anecdotal  information  suggests  that  the  Office  of  Management 
and  Budget  often  overestimates  the  amount  of  moneys  that  IHS  facilities  can  collect 
from  Medicare,  which  has  the  net  effect  of  reducing  total  funds  available  to  IHS  to 
meet  Native  Americans'  health  care  needs.  Are  you  concerned  that  the  VA  mi^t 
run  into  the  same  problem  if  Congress  allowed  it  to  collect  Medicare  reimburse- 
ment? 

Answer.  Yes. 

Under  the  Medicare  reimbursement  program  outlined  by  The  American  Legion 
and  other  veterans  service  organizations,  Medicare  would  only  reimburse  VA  for  the 
costs  of  care  of  veterans  without  service-connected  disabilities.  This  question  insinu- 
ates that  appropriations  for  the  care  of  veterans  in  VA  would  be  decreased  by  the 
amount  of  reimbursement  from  Medicare  and  other  third-party  insurers.  The  Amer- 
ican Legion  would  never  abide  by  that  action.  We  clearly  state  that  VA  appronria- 
tions  must  cover  the  care  of  all  veterans  with  service-connected  disabilities,  those 
who  receive  care  under  legislated  mandate  such  as  WWI  veterans,  those  exposed  to 
radiation  and  herbicides,  VA  pensioners  and  others.  The  VA  would  be  reimbursed 
by  Medicare  for  the  care  of  non-service-connected  veterans  who  seek  care  there. 

The  population  of  veterans  is  known.  The  number  of  veterans  receiving  mandated 
care  is  known.  The  number  of  veterans  eligible  to  receive  Medicare  benefits  is 
known.  The  usage  patterns  are  known  and  can  be  monitored  under  reform.  There- 
fore, 0MB  should  be  able  to  make  accurate  estimates  and  reimburse  on  those  bases. 
They  should  NOT  worry  themselves  about  reducing  appropriations  by  the  amount 
received  from  Medicare.  TTiere  is  no  double  funding  under  this  plan!  There  are  two 
separate  and  distinct  veteran  populations  with  separate  mechanisms  for  funding  the 
care  of  each  population. 

Question  5A.  Most  employers  that  offer  employees  choices  among  health  care 
plans  require  employees  to  choose  one  plan.  Once  an  employee  makes  that  choice, 
the  employee  must  remain  with  that  plan  for  a  fixed  period  of  time. 

If  the  FVesident's  plan  required  all  Americans  to  make  that  sort  of  choice,  would 
it  be  reasonable  to  hold  veterans  to  the  same  expectation? 

Answer.  Yes. 
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Question  5B.  Should  diflerent  rules  apply  to  veterans  entitled  to  VA  care  and 
those  who  would  be  eligible  to  participate  tnrou^  a  buy-in  option? 

Answer.  If  we  are  assuming  that  a  buy-in  is  deflned  as  any  non-mandated  veteran 
using  his  own  funds  or  funds  such  as  insurance  and  Memcare  reimbursement  to 
subsidize  the  cost  of  his/her  care,  and  that  there  would  be  no  element  of  pressure 
applied  to  "force"  any  veteran  to  use  the  VA  and  therefore  limit  his  or  her  ability 
to  choose  among  all  health  care  plans,  then  the  same  rules  should  apply  to  all. 

Question  6.  Some  have  suggested  that,  in  order  to  "level  the  playing  field"  for  VA 
to  compete  with  non-VA  insurers  and  providers,  local  managers  must  be  freed  from 
the  constraints  of  current  hiring,  personnel,  and  appropriation  rules,  and  from 
central  oversight,  reporting  requirements,  and  inspections.  At  the  same  time,  there 
are  good  justifications  for  tnese  and  other  protections  in  current  law.  How  can  these 
apparent  conflicts  be  reconciled? 

Answer.  The  "freedom  from  constraints"  outlined  in  the  question  would  decentral- 
ize the  VAs  authority  to  the  point  of  having  no  control  at  all  over  the  individual 
VAMC  and  its  director.  Such  autonomy  would  allow  the  system  to  fragment  into  in- 
dividual "fiefdoms"  with  loss  of  accountability  and  fiscal  responsibility.  However, 
there  is  a  middle  ground  between  total  autonomy  and  total  control  which  could  be 
reached  with  the  understanding  that  the  local  VAMC  director  has  first  hand  knowl- 
edge of  the  needs  and  wants  of  the  local  veteran  community  and  how  much  "bang 
for  the  buck"  he  can  achieve  locally.  That  should  never  relieve  the  director  of  his 
ethical  and  reporting  responsibilities  or  requirements  under  current  law.  Laws  and 
regulations  can  be  changed  if  they  are  too  restrictive. 

Question  7A.  In  your  testimony  you  indicated  that  you  believe  the  VA  can  and 
should  compete  with  non-VA  providers. 

Should  this  competition  occur  in  the  context  of  health  alliances  (purchasing  co- 
operatives)? 

Answer.  It  certainly  could. 

Question  7B.  If  VA  were  to  compete  through  health  alliances,  should  VA  be  re- 
quired to  provide  the  same  standara  benefit  package  as  non-VA  providers? 

Answer.  It  is  important  to  understand  that  the  VA  would  be  competing  for  veteran 
patients.  If  the  benefits  package  contained  benefits  that  the  VA  could  not  or  should 
not  be  expected  to  provide  such  as  specialized  obstetric  and/or  pediatric  care,  then 
the  VA  might  offer  an  alternate  package  which  would  be  attractive  to  veteran  pur- 
chasers of  nealth  care.  In  many  cases,  it  would  be  fiscally  unsound  and  unwise  to 
spend  money  to  develop  services  merely  to  compete  with  the  community  when  these 
funds  could  be  devoted  to  the  care  of  veteran  patients. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE 
VETERANS  OF  FOREIGN  WARS  OF  THE  UNITED  STATES 

Question  1.  Approximately  what  percentage  of  your  organization's  current  mem- 
bers use  VA  health  care  today  and  for  what  kind  of  care? 

Answer.  While  the  VFW  does  not  keep  precise  statistics  on  its  membership  with 
respect  to  the  utilization  of  VA  health  care,  a  poll  conducted  by  the  VFW's  National 
Veterans  Service  indicates  that  roughly  25  percent  of  our  members  use  VA  health 
care.  Further,  our  informal  poll  indicates  that  approximately  70  percent  of  these  in- 
dividuals are  seeking  care  for  their  service-connected  disabilities. 

Question  2.  Are  there  any  serious  weaknesses  in  the  VA  health  care  system  that 
need  to  be  addressed  if  VA  is  to  compete  directly  with  non-VA  providers. 

Answer.  Without  now  going  into  an  overly  detailed  listing  or  the  quirks  and  prob- 
lems affecting  the  nation's  largest  integrated  health  care  system,  the  VFW  recog- 
nizes two  weaknesses  which  could  affect  VA's  ability  to  directly  compete  with  non- 
VA  providers: 

1.  Long  waiting  lines.  While  this  problem  is  certainly  not  the  exclusive  domain 
of  the  veterans  health  care  sjrstem,  veterans  having  to  wait  an  inordinate  period  of 
time  before  seeing  a  doctor  or  receiving  care  is  an  all  too  common  problem  within 
the  system.  This  is  especially  the  case  in  certain  urban  centers  where  there  is  a 
high  veteran-patient  workload.  As  already  mentioned,  long  waits  are  not  at  all  un- 
common in  private  sector  hospitals  (especially  in  those  areas  tending  to  the  needs 
of  a  large  medically  indigent  population),  but  the  fact  that  many  veterans  believe 
they  will  not  receive  prompt  and  courteous  attention  undermines  VA's  ability  to 
compete  within  the  framework  of  a  "managed  competition"  national  health  care  sys- 
tem. VA  must  essentially  do  two  things  in  this  regard:  Reduce  long  waits  in  those 
facilities  where  they  are  indeed  a  problem,  and  let  tne  world  know  that  the  situation 
is  not  nearly  as  bad  as  is  so  often  depicted  by  the  media  and  veterans  themselves. 
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2.  Lack  of  public  relations  expertise.  While  the  VA  health  care  system  has 
much  to  oiler  across  a  broad  spectrum  of  medical  treatment  areas,  this  fact  remains 
unknown  to  the  majority  of  the  American  public,  veterans  included.  As  the  VFW  has 
already  stated  with  respect  to  competing  with  private  sector  providers:  It  is  not  suf- 
ficient for  VA  to  just  provide  outstanding  health  care,  they  must  let  the  world  know 
about  it  as  well.  Public  relations  and  promotion  is  becoming  an  increasingly  impor- 
tant and  integral  aspect  of  competition  among  private  sector  providers.  The  VA  has 
little  or  no  expertise  in  this  area,  and  if  they  are  to  compete  effectively  they  must 
come  up  to  speed  in  this  area  very  quickly  indeed. 

Question  3A.  Most  health  insurance  plans  ofier  both  individual  and  family  cov- 
erage. VA,  in  contrast,  provides  coverage  only  for  the  families  and  survivors  of  a 
small  number  of  veterans  who  have  total  and  permanent  service-connected  disabil- 
ities. 

If  VA  were  to  compete  with  non-VA  insurers  for  veteran  enrollees,  do  you  think 
lack  of  family  coverage  might  be  a  disincentive  for  a  veteran  to  choose  VA? 

Answer.  It  is  a  matter  of  record  that  the  VFW  strongly  believes  that  first,  the  VA 
must  be  provided  with  the  wherewithal  to  properly  and  compassionately  care  for  its 
current  cnarges  and  that  the  system  must  be  opened  up  to  all  veterans  before  the 
idea  of  allowing  access  to  the  VA  system  to  non-veterans  is  even  entertained.  Once 
this  accomplished,  however,  the  concept  of  opening  up  the  system  to  veterans'  de- 
pendents should  be  engaged.  It  is  clear  that  if,  within  the  context  of  national  health 
care  reform  based  on  tne  managed  competition  model,  middle  class,  non-service-con- 
nected veterans  are  to  select  VA  as  their  health  care  provider/'UMO"  of  choice,  then 
they  must  be  able  to  enroll  their  dependents  as  well.  The  VFW  cautions,  however, 
that  this  would  be  contingent  upon  the  VA's  ability  to  fully  provide  for  its  veteran 
patients  and  that,  regardless  of  its  ability  to  attract  better-off  veterans  with  private 
health  insurance,  its  obligation  to  execute  the  federal  responsibility  of  caring  for  all 
service-connected  disabled  as  well  as  indigent  veterans  remains. 

Question  3B.  If  the  Presidents'  plan  required  all  providers  participating  in  health 
alliances  (HIPCs)  to  provide  both  individual  and  family  coverage,  would  you  support 
allowing  all  veterans  families  to  enroll  in  the  VA  health  care  system  and  to  receive 
care  either  in  VA  facilities  or  under  VA  contracts  with  non-VA  facilities  and  provid- 
ers? 

Answer.  As  was  stated  in  response  A,  this  fully  hinges  on  the  VA  health  care  sys- 
tem first  being  opened  up  to  all  veterans  then  being  provided  with  sufficient  funding 
to  fully  meet  its  responsibUity  to  veterans. 

Question  4.  Under  current  law,  the  Indian  Health  Service  can  receive  reimburse- 
ment from  Medicare.  Anecdotal  information  suggests  that  the  Office  of  Management 
and  Budget  often  overestimates  the  amount  of  moneys  that  IHS  facilities  can  collect 
from  Medicare,  which  has  the  net  effect  of  reducing  total  funds  available  to  IHS  to 
meet  Native  Americans'  health  care  needs.  Are  you  concerned  that  the  VA  mi^t 
run  into  the  same  problem  if  Congress  allowed  it  to  collect  Medicare  reimburse- 
ment? 

Answer.  Over  the  past  years  there  is  no  doubt  that  had  VA  been  allowed  to  retain 
its  third-party  collections,  its  funding  would  have  been  subject  to  offsets  by  0MB. 
Further,  as  evidenced  by  the  most  unfortunate  experience  of  the  Indian  Health 
Service,  the  funds  offset  from  the  annual  VA  appropriation  (based  on  an  0MB  esti- 
mate at  the  beginning  of  the  fiscal  year)  would  nave  been  in  excess  of  actual  collec- 
tions. Instead  of  having  been  better  enabled  to  care  for  her  veteran  chaises  under 
such  an  arrangement,  VA  would  have  been  further  impoverished.  This  remains  a 
p-ave  concern.  The  focus  of  the  President's  Office  of  Management  and  Budget  is  def- 
icit reduction  and  not  the  proper  and  compassionate  provision  of  care  to  veterans. 
Thus,  in  the  event  that  VA  is  allowed  to  retain  its  third-party  collections,  the  Ad- 
ministration must  intervene  with  0MB  and  clearly  delineate  that  there  be  no  offset 
from  the  annual  appropriation.  It  is  our  understanding  that  such  protections  can  not 
be  provided  legislatively  and  that  the  Administration  action  is  required  to  protect 
VA  funding  from  excessive  offsets  due  to  0MB  overestimates. 

Question  5A.  Most  employers  that  offer  employees  choices  among  health  insurance 
plans  require  employees  to  choose  one  plan.  Once  an  employee  makes  that  choice, 
the  employee  must  remain  with  that  plan  for  a  fixed  period  of  time. 

If  the  President's  plan  required  all  Americans  to  make  that  sort  of  choice,  would 
it  be  reasonable  to  hold  veterans  to  the  same  expectation? 

Answer.  The  VFW  well  appreciates  that  it  would  be  neither  fair  nor  practical  to 
allow  veterans  to  hop  from  one  health  insurance  plan  to  another  at  will.  While  we 
do  not  believe  a  veteran  nor  anyone  else,  for  that  matter,  should  be  tied  to  a  pro- 
vider for  life,  we  do  envision  a  system  whereby  an  individual  could  elect  for  a  health 
insurance  plan  on,  say,  an  annual  basis.  One  exception,  of  course,  being  an  intrusion 
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of  extraordinary  circumstances  affecting  an  individual's  health,  family,  or  financial 
well  being. 

Question  SB.  Should  different  rules  apply  to  veterans  entitled  to  VA  care  and 
those  who  would  be  eligible  to  participate  tnrourfi  a  buy-in  option? 

Answer.  The  VFW  has  long  espoused  the  philosophy  that  all  veterans  entitled  to 
VA  health  care  should  be  provided  with  a  fiill  continuum  of  care,  and  that  distinc- 
tions with  respect  to  the  types  of  care  provided  should  not  be  made  among  veterans. 
The  VFW  continues  to  strongly  hold  this  view. 

Question  6.  Some  have  suggested  that,  in  order  to  "level  the  playing  field"  for  VA 
to  compete  with  non-VA  insurers  and  providers,  local  managers  must  be  freed  from 
the  constraints  of  current  hiring,  personnel,  and  appropriation  rules,  and  from 
central  oversight,  reporting  requirements,  and  inspections.  At  the  same  time,  there 
are  good  justifications  for  tnese  and  other  protections  in  current  law.  How  can  these 
apparent  conflicts  be  reconciled? 

Answer.  It  is  undoubtedly  true  that  in  order  for  VA  to  effectively  compete  under 
a  managed  competition  national  health  care  scenario,  VA  will  have  to  revise  and 
refine  its  management  and  treatment  modalities.  Even  so,  the  VFW  urges  that  the 
system  not  be  allowed  to  in  any  way  depart  from  its  primary  mission  of  caring  for 
America's  veterans,  and  that  while  individual  manager  latitude  and  responsibility 
may  be  increased,  VA  remain  as  an  integrated  health  care  system  for  veterans. 

Question  7.  In  your  testimony  you  indicated  that  you  believe  that  VA  can  and 
should  compete  with  non-VA  providers. 

Should  this  competition  occur  in  the  context  of  health  alUances  (purdiasing  co- 
operatives)? 

Answer.  It  is  the  VFWs  belief  that  provided  proper  funding  and  management  ini- 
tiatives, VA  represents  a  highly  attractive  health  care  provider  which  should  prove 
to  be  veiy  attractive  to  veterans  throughout  the  nation.  In  essence,  if  VA  is  provided 
what  it  needs  to  get  the  job  done  and  get  it  done  right,  and  VA  lets  the  veteran 

S>ublic  know  exactly  what  it  has  to  offer,  it  could  well  become  the  provider  of  choice 
or  America's  veterans.  Even  so,  we  urge  Congress  and  the  Administration  to  never 
loose  sight  of  the  fact  that  along  with  serving  as  the  health  care  provider  of  choice 
for  non-service-connected  veterans  and,  peihaps  eventually,  their  families,  the  fun- 
damental and  most  important  mission  of  VA  remains  caring  for  the  service-con- 
nected and  medically  indigent  veteran.  Competition  for  better-off  veteran  patient  is 
both  fine  and  desirable,  but  this  must  not  he  allowed  to  subordinate  the  primary 
mission  and  responsibility  of  VA. 

Question  7B.  If  VA  were  to  compete  through  health  alliances,  should  VA  be  re- 
quired to  provide  the  same  standara  benefits  package  as  non-VA  providers? 

Answer.  TTie  VFW  views  the  expansion  of  the  veterans'  health  care  system  as  well 
as  the  development  and  implementation  of  a  nationtd  health  care  system  as  being 
an  evolutionary  process  where  certain  adjustments  will  be  made,  by  necessity,  on 
an  incremental  basis.  The  VFW  fully  expects,  however,  that  VA  should  provide  a 
health  care  benefits  package  that  is  at  the  very  least  on  a  par  with  anything  pro- 
vided by  the  private  sector  and  in  many  instances,  superior. 
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PREPARED  STATEMENT  OF  CHAIRMAN  JOHN  D.  ROCKEFELLER  IV 

This  hearing  is  the  fourth  of  a  series  this  Committee  is  holding  on  the  present 
and  future  rofes  of  the  VA  health-care  system.  Today  we  will  explore  VA's  innova- 
tive contributions  to  clinical  care,  research  and  education  in  geriatrics  and  long-term 
care.  Although  many  persons  under  age  65  require  long-term  rehabilitation  and  psy- 
chiatric care,  we  wiU  focus  on  the  needs  of  the  elderly. 

Everyone  knows  that  our  nation  is  aging  rapidly.  People  over  age  85  are  now  the 
fastest  growing  segment  of  the  population.  But  what  I  suspect  many  Americans  may 
not  know  is  that  the  veteran  population  is  aging  even  faster.  Over  40  percent  of  vet- 
erans discharged  from  VA  inpatient  facilities  last  year  were  age  65  or  older.  These 
figures  clearly  indicate  that  VA  is  already  facing  the  sort  of  crisis  that  the  rest  of 
the  nation  will  face  20  years  from  now,  when  tne  Baby  Boomers — the  children  of 
World  War  II  veterans — reach  retirement. 

Improving  long-term  ctire  is  an  essential  part  of  national  health  reform.  Today, 
few  Americans  have  access  to  comprehensive  long-term  care  insurance. 

Those  veterans  who  are  able  to  access  VA  long-term  care  programs  are  fortunate 
that  they  can  turn  to  VA  for  help.  The  services  VA  provides  are  among  the  finest 
and  most  innovative  in  the  nation.  For  example,  VA  health  care  professionals  pio- 
neered techniques  for  comprehensive  evaluation  and  management  of  elderly  pa- 
tients. VA  also  has  been  a  leader  in  developing  noninstitutional  alternatives  to  nurs- 
ing home  care. 

VA's  contributions  also  include  research  and  training  health  care  professionals. 
Some  of  the  nation's  most  eminent  geriatric  researchers  are  afliliated  with  VA  re- 
search programs.  We  could  spend  a  whole  day  cataloring  their  accomplishments,  but 
let  me  cite  one  example,  a  study  published  by  the  "r^ew  England  Journal  of  Medi- 
cine" earlier  this  month.  The  study,  conducted  at  12  VA  medical  centers  across  the 
nation,  concluded  that  persons  age  60  or  older  respond  better  to  replacement  heart 
valves  made  of  animal  tissue  than  mechanical  valves.  That's  exactly  the  type  of  in- 
formation we  need  to  ensure  that  elderly  Americans  receive  high-quality  health 
care. 

VA  also  leads  the  way  in  training  health  care  professionals  to  meet  elderly  per- 
sons' needs.  VA  trains  about  50  percent  of  our  nation's  medical  students  and  resi- 
dents, as  well  as  large  numbers  of  nurses  and  other  health  care  providers.  By  virtue 
of  VA's  patient  population,  these  students  are  exposed  to  geriatrics  whether  they 
choose  to  specialize  in  it  or  not.  Because  VA  serves  a  significant  numbers  of  veter- 
ans who  have  chronic  mental  disabilities,  students  also  learn  about  the  challenges 
health  professionals  face  in  meeting  the  needs  of  that  population  as  they  grow  older. 
In  addition,  many  VA  facilities  offer  outstanding  residency  and  continuing  education 
programs  in  geriatrics. 

However,  as  good  as  the  current  VA  system  is,  it  is  far  from  perfect.  Too  many 
veterans  cannot  get  the  geriatric  and  long-term  care  services  they  need.  Demand  al- 
ready exceeds  capacity  at  most  of  VA's  133  nursing  homes  and  VA  projects  that  de- 
mand for  nursing  home  care  will  increase  300  percent  by  the  year  2010.  Only  about 
45  VA  medical  centers  provide  adult  day  health  care,  only  75  operate  hospital-based 
home  care  programs,  and  only  40  operate  comprehensive  hospice  care  programs.  If 
VA  is  to  continue  its  leading  role  in  geriatrics  and  long-term  care,  it  must  expand 
both  institutional  and  noninstitutionalprograms. 

Today,  we  will  hear  from  three  panels  of  witnesses  who  will  share  their  views  on 
the  present  and  future  of  VA  geriatrics  and  long-term  care.  Our  first  panel  is  com- 
posed of  two  people  who  have  first-hand  experience  with  VA  long-term  care  serv- 
ices— a  veteran  and  a  veteran's  spouse.  Then,  we  will  hear  from  VA  health  profes- 
sionals who  operate  innovative  programs  at  VA  facilities  across  the  nation.  Finally, 
a  panel  of  academic  experts  will  <£scuss  VA's  roles  in  overall  U.S.  efforts  in  geri- 
atrics and  long-term  care  and  how  those  roles  could  change  as  we  go  forward  with 
national  health  care  reform. 

I  think  this  is  a  tremendously  important  hearing,  not  only  for  veterans  but  for 
everyone  who  cares  about  the  health  care  needs  of  elderly  Americans.  National 
heedth  reform  will  require  us  to  use  all  available  resources  to  figure  out  how  to  pro- 
vide high-quality,  cost-effective  services.  We  would  be  foolish  to  fail  to  learn  from 
and  use  all  VA  has  to  offer  in  these  areas. 


PREPARED  STATEMENT  OF  SENATOR  BOB  GRAHAM 

Good  morning.  Chairman  Rockefeller,  I  commend  you  for  convening  this  impor- 
tant hearing.  As  a  Senator  from  the  State  of  Florida,  representing  almost  two  mil- 
lion veterans,  I  am  pleased  to  participate  in  this  discussion  on  tne  Department  of 
Veterans'  Affairs  roles  in  geriatrics  ana  long-term  care. 
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It  is  clear  that  health  reform  is  the  social  and  economic  issue  of  the  1990's.  An 
important  part  of  that  issue  will  be  long-term  care.  There  is  no  place  that  dem- 
onstrates the  urgency  of  this  issue  more  than  the  State  of  Florida. 

In  1990,  there  were  approximately  1.7  million  veterans  in  Florida.  Of  these 
582,513  veterans,  34  percent,  were  over  the  age  of  65.  That  is  a  reflection  of  the 
large  numbers  of  our  people  who  live  a  quality  Ufe  into  very  advanced  ages  in  terms 
of  our  previous  national  history  and  experience. 

Long-term  care  is  an  integral  component  of  the  growing  health  care  crisis  which 
wiU  touch  almost  all  Americans.  Families  are  increasingly  vulnerable  to  financial 
ruin  and  emotional  strain  from  the  devastating  cost  ana  burden  of  long-term  care. 
Presently,  our  system  is  financially  and  adnunistratively  skewed  toward  institu- 
tional care. 

We  must  adjust  the  fiscal  relationship  between  community  and  institutional  pro- 
grams by  funding  a  shift  to  community-based  long-term  care  programs.  This  does 
not  have  to  occur  at  the  expense  of  nursing  home  programs,  instead,  it  should  be 
achieved  by  reducing  the  need  for  institutional  care  through  the  diversion  of  long- 
term  care  clients  to  a  greatly  expanded  series  of  community  programs. 

These  issues  are  vital  to  Florida,  whose  aging  veteran  population  is  growing  rap- 
idly. It  is  clear  that  we  should  build  our  Federal  and  State  system  so  that  in  the 
future  we  are  not  overwhelmed  financially  or  in  terms  of  service  delivery  capability. 

The  Department  of  Veterans  Affairs  can,  and  should,  provide  national  leadership 
in  providing  long-term  care  to  our  elderly  population.  VA  s  contributions  will  become 
all  the  more  important  in  the  event  that  the  President  does  not  incorporate  a  uni- 
versal long-term  care  benefit  into  his  national  health  reform  plan. 

I  am  committed  to  working  with  Chairman  Rockefeller  and  members  of  the  Com- 
mittee to  address  the  VA's  role  in  long-term  care.  I  look  forward  to  hearing  from 
our  panel  of  distinguished  witnesses  today.  Their  considerable  experience  and  exper- 
tise will  provide  valuable  insight  on  how  lessons  the  VA  has  learned  about  caring 
for  aging  veterans  can  be  applied  to  all  Americans. 


PREPARED  STATEMENT  OF  SENATOR  FRANK  H.  MURKOWSKI 

Thank  you,  Mr.  Chairman.  Today's  topic  in  our  continuing  series  of  hearings  on 
health-care  reform — VA  long-term  and  chronic  care  programs — is  a  critical  issue  for 
the  future  of  veterans'  health  care,  and  I  know  that  long-term  care  figures  promi- 
nently in  the  work  of  the  President's  Task  Force  on  National  Health-Care  Keform 
as  well. 

I  appreciate  your  scheduling  this  hearing  so  that  these  matters,  always  of  high 
interest  to  veterans  and  those  concerned  about  veterans'  affairs  who  typically  come 
before  our  Committee,  now  may  be  brought  to  the  attention  of  a  larger  audience. 

A  number  of  health-policy  experts  have  suggested  that  it  is  here — and  in  the  re- 
lated areas  of  well-defined  VA  expertise  such  as  spinal  cord  injury,  rehabilitation 
and  mental-health  services — that  VA  truly  excels  in  caring  for  veterans,  where  VA 
leadership  can  show  the  way  for  the  rest  of  our  country's  health-care  system.  I  agree 
with  that  assessment,  and  I  hope  that  our  hearing  today  provides  an  important 
forum  for  discussions  of  VA's  successful  long-term  and  chronic  care  programs.  These 
programs  have  been  of  enormous  benefit  to  the  veterans  they  serve,  and  their  exam- 
ple can  be  of  benefit  to  those  who  will  reform  health  care  in  the  countiy  at  large. 

Mr.  Chairman,  I  think  too  little  attention  is  paid  to  the  fact  that  VA,  perhaps 
more  than  any  other  institution,  public  or  private,  created  the  medical  specialty  of 
geriatrics  and  heavily  influenced  the  emerging  field  of  gerontology.  But  VA  does 
much  more  than  that,  in  programs  of  patient  care,  research  and  education,  and  we 
will  gain  insights  on  these  contributions  from  today's  expert  witnesses. 

The  lessons  that  we  will  learn  today  are  important,  Mr.  Chairman.  The  Depart- 
ment of  Veterans  Affairs  and  this  Committee  are  at  a  crossroad.  With  national 
health  reform  on  the  horizon,  VA  will  have  an  unprecedented  opportunity  to  thrive 
if  it  chooses  the  right  strategic  direction — in  my  judgment,  the  only  proper  direction. 
VA  must  move  further  in  the  direction  of  chronic  care. 

Veterans  are  a  "gra^g"  population,  with  much  more  to  follow,  Mr.  Chairman. 
An  entire  generation  from  World  War  II  is  now  at  least  70  years  old,  and  there  is 
a  Korean  Conflict  cohort  just  behind  them.  Aging  veterans  need  a  mix  of  services 
canted  to  geriatric  and  chronic  care.  These  needs  are  not  really  amenable  to  hirfi- 
technology  scanners  or  laser  sui^ery  interventions.  They  need  care,  but  it  must  oe 
tailored  to  an  elderly  and  increasingly  brittle,  frail  population.  What  they  need  is 
humane  care,  on  a  very  personal  scale.  We  cannot  with  technology  intervene  to 
make  old  people  into  young  ones.  Chronic  disease  cannot  be  smashed  with  neurons 
or  excised  with  a  scalpel.  For  aging  populations,  there  is  no  fountain  of  youth  to 
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be  found  in  our  health-care  system.  As  Members  of  this  Committee  and  as  human 
beings  concerned  about  the  welfare  of  America's  veterans,  what  we  need  to  do  in 
my  judgment  is  to  find  ways  to  encourage  VA  to  address  aging  and  chronic  disease 
so  tnat  our  elders — in  this  special  case,  eligible  veterans,  but  everyone  eventually — 
can  be  comfortable  and  secure  in  a^justin^  to  what  happens  naturally  in  life,  toward 
the  end  of  life.  If  we  can  do  that,  it's  a  victory  for  this  Committee,  for  the  VA  and, 
of  course,  for  the  veterans  we  are  charged  to  serve.  If  we  learn  well  the  VA  chronic- 
care  lesson,  Mr.  Chairman,  perhaps  we  can  demonstrate  its  wisdom  to  the  remain- 
der of  our  country's  health-care  system,  and  the  larger  population  it  serves. 

I  look  forward  to  hearing  from  today's  panels  of  witnesses,  and  I  thank  you  again, 
Mr.  Chairman,  for  scheduling  this  hearing. 


PREPARED  STATEMENT  OF  SENATOR  STROM  THURMOND 

Mr.  Chairman,  it  is  a  pleasure  to  be  here  today  to  receive  testimony  on  the  De- 
partment of  Veterans  Affairs  role  in  geriatrics  and  long-term  care.  I  want  to  com- 
mend you,  Mr.  Chairman,  and  the  distinguished  ranking  minority  member,  Senator 
Murkowski,  for  scheduling  this  hearing  on  these  important  issues.  I  would  also  like 
to  welcome  our  distinguished  panels.  This  committee  appreciates  your  dedication  to 
all  veterans  and  we  value  the  contribution  of  your  knowledge  and  expertise. 

The  provision  of  quality  health  care  to  the  veterans  or  this  country  has  always 
been  a  matter  of  great  concern  to  me.  As  we  consider  possible  outcomes  of  national 
health  care  reform,  and  the  potential  effects  on  the  demand  for  VA  health  care  serv- 
ices, we  must  give  proper  consideration  to  the  unique  needs  of  veterans. 

As  the  Nation's  largest  health  care  system,  there  is  no  question  that  the  VA  sys- 
tem will  be  impacted  by  health  care  reform.  As  the  Committee  charged  with  over- 
sight of  the  delivery  of  health  care  to  our  veterans,  we  must  ensure  that  the  men 
and  women  who  serve  this  country  are  provided  with  the  levels  of  care  they  need 
and  deserve,  within  the  limitations  of  the  budget. 

The  particular  focus  of  this  hearing,  geriatric  and  long-term  care,  is  an  area  of 
growing  concern  to  the  Nation's  veterans.  As  the  population  of  veterans  grows  older, 
tne  Veterans  Affairs  health  care  system  must  be  in  a  position  to  respond  to  chang- 
ing and  growing  needs. 

The  ultimate  goal  is  the  provision  of  quality  health  care  at  the  lowest  possible 
cost.  The  Committee  must  weirfi  the  competing  demands  on  limited  Federal  re- 
sources. This  hearing  today  willprovide  us  with  valuable  insight  on  what  role  the 
VA  health  care  system  may  play  in  meeting  the  long-term  health  care  needs  of  our 
veterans,  and  the  many  factors  which  must  oe  consioered. 

Mr.  Chairman,  I  look  forward  to  reviewing  the  testimony. 


PREPARED  STATEMENT  OF  DR.  LAURENCE  J.  ROBBINS,  ASSOCIATE  CHIEF 
OF  STAFF,  GERIATRICS  AND  EXTENDED  CARE,  DENVER,  COLORADO,  VA 
MEDICAL  CENTER 

The  long  term  care  program  at  the  Denver  VA  represents  an  inte^ated  effort  of 
various  health  professional  disciplines  and  community  and  VA  services  to  provide 
optimal  care  for  frail  and  disabled  veterans.  Our  program  aims  to  restore  our  veter- 
ans sense  of  well  being  and  maintain  them  at  their  highest  level  of  function  in  the 
least  restrictive  living  environment  possible. 

Our  program  includes  two  particularly  unique  components.  First,  we  have  devel- 
oped a  Brief  comprehensive  screening  instrument  which  we  use  to  evaluate  all  hos- 
pitalized veterans  over  75  years  old.  Since  this  screening  process  focuses  on  identify- 
ing functional  impairment  in  addition  to  the  traditional  hospital  focus  on  disease  di- 
agnosis, we  often  uncover  unrecognized  problems  that  not  only  contribute  to  pre- 
ventable rehospitalization  but  also  compromise  the  veteran's  quality  of  life.  For  ex- 
ample, we  are  able  to  identify  unrecognized  depression,  memory  loss,  fall  risk,  mo- 
bility impairments  or  malnutrition.  Early  recognition  and  management  of  these 
problems  substantially  improves  our  ability  to  address  a  veteran's  long  term  care 
needs.  We  recently  completed  a  successful  three  year  project  funded  by  the  Colorado 
Trust  and  Robert  Wooa  Johnson  Foundation  to  train  geriatric  teams  in  four  non- 
VA  community  hospitals  to  use  our  screening  instrument  to  better  identify  the 
chronic  care  needs  of  their  patients. 

A  second  unique  component  of  our  long  term  care  program  is  the  rehabilitation 
unit  in  our  nursing  home  care  unit.  Traditional  inpatient  rehabilitation  focuses  on 
two  to  three  weeks  of  therapy  for  patients  with  specific  medical  diagnoses  such  as 
stroke,  hip  fracture  or  closed  heaa  injury.  Our  20  bed  unit  accepts  veterans  who 
have  suffered  functional  decline  from  less  specific  etiologies  (for  example,  an  elderly 
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veteran  with  multiple  medical  problems  who  is  too  weak  to  care  for  himself  after 
a  lengthy  hospital  stay  for  pneumonia).  Since  this  unit  is  staffed  with  a  dedicated, 
board  certified  intern^  medicine  specialist,  geropsychologist,  social  worker,  physical 
and  occupational  therapists  and  more  highly  trained  nursing  staff  (i.e.,  more  reg- 
istered nurses  and  licensed  practical  nurses  and  fewer  nursing  assistants),  we  are 
better  able  to  address  the  complex  medical,  mental,  social  ana  ^nctional  needs  of 
patients  who  require  two  to  six  months  of  sustedned  intensive  rehabilitative  care  to 
return  to  the  community.  Without  this  specialized  unit,  these  complex  and  frail  pa- 
tients would  be  sent  to  traditional  conununity  nursing  homes  where  less  intensive 
and  less  skilled  efforts  are  less  likely  to  return  them  to  their  homes  and  loved  ones. 
Thus  the  rehabilitation  unit  of  our  nursing  home  care  unit  contributes  substantially 
to  restoring  our  veterans  to  their  highest  level  of  function  and  returning  them  to 
the  least  restrictive,  and  generaUy  least  costly,  living  environment  possible. 

Both  our  geriatric  screening  program  and  our  Nursing  Home  Care  Unit  rehabili- 
tation program  demonstrate  innovative  approaches  to  the  long  term  care  needs  of 
veterans  and  serve  as  potential  models  for  future  national  long  term  care  efforts. 


PREPARED  STATEMENT  OF  DR.  LISSY  F.  JARVIK,  DISTINGUISHED 
PHYSICIAN,  WEST  LOS  ANGELES,  CALIFORNIA,  VA  MEDICAL  CENTER 

The  West  Los  Angeles  VAMC  has  in  place  a  range  of  long-term  care  programs 
which  could  serve  as  models  for  the  nation.  The  first  I  will  mention  is  the  Geriatric 
Research,  Education  and  Clinical  Center  (GRECC,  for  short),  one  of  16  in  the  coun- 
try, and  about  to  celebrate  its  17th  birthday.  Our  GRECC  program  attracted  an  out- 
standing group  of  investigators  who  have  concentrated  their  research  efforts  on  the 
cellular  and  molecular  mechanisms  of  immunologic  aging.  Since  the  decline  in  im- 
mune response  with  age  is  associated  with  increased  susceptibility  to  infection,  re- 
search in  this  area  is  of  vital  importance  and  may  have  implications  for  younger 
populations  as  well.  Beginning  in  1989,  GRECC  research  expanded  to  include  basic 
and  clinical  aspects  of  osteoporosis,  Paget's  disease,  and  other  age-related  bone  dis- 
orders. The  goal  of  the  West  Los  Angeles  GRECC  clinical  program  is  to  develop  cost- 
effective,  exportable  models  of  geriatric  patient  care  that  emphasize  appropriate 
management  of  acute  and  chronic  medical  problems,  long-term  rehabilitation  and 
deinstitutionalization  of  the  elderly  veteran.  A  multidisciplinary  geriatric  health 
care  team  approach  has  been  used  to  achieve  these  goaJs.  Development  of  the 
GRECC  clinical  program  began  in  1979  with  the  opening  of  a  15-bed  Geriatric  Eval- 
uation and  Management  (GEM)  Unit  and  the  Geriatric  Outpatient  Clinic.  Other 
GRECC  clinical  services  have  included  the  Nursing  Home  Care  Unit  (since  1985) 
and  the  Hospice  (since  1991).  TTie  multidisciplinary  (Jeriatrics  Education  Program, 
with  its  comoination  of  lectures  and  clinical  training,  has  achieved  wide  national 
and  international  recognition  and  plays  a  major  role  in  the  VA-UCLA  Multicampus 
Geriatric  Medicine  Fellowship  Program.  VA  Central  Ofiice  funded  Associated  Health 
Traineeships  in  Geriatrics  are  organized  by  the  GRECC  and  include  the  disciplines 
of  nursing,  pharmacy,  social  work,  psychology,  optometry,  audiology,  speech  pathol- 
ogy, and  occupational  therapy. 

In  addition  to  the  GRECC  programs,  the  West  Los  Angeles  VAMC  has  several 

Srograms  in  psychiatry.  These  include  the  first  inpatient  unit  within  the  VA  system 
evoted  solely  to  meeting  the  mental  health  neeos  of  the  elderly.  That  model  pro- 
gram opened  in  1974  with  20  beds;  it  has  since  grown  to  a  39-bed  inpatient  unit 
with  an  outpatient  follow-up  component.  A  Older  Adult  Day  Treatment  Program 
provides  diagnostic  and  rehabilitation  services  on  a  daily  outpatient  basis;  in  addi- 
tion, several  outpatient  services  that  provide  mental  health  care  to  the  full  age- 
range  of  veterans  have  ancillary  groups  specifically  dedicated  to  the  older  veteran. 
The  Neurobehavior  Unit  and  Dementia  Clmic,  too,  evaluate  and  treat  elderly  veter- 
ans with  aoq|uired  intellectual  impairment.  Most  of  these  pioneering  clinical  pro- 
grams in  geriatric  psychiatry  were  developed  at  the  local  level.  They  are  good  mod- 
els for  the  nation  and,  indeed,  similar  programs  have  already  been  developed  else- 
where. What  we  need  now  is  greater  coordination  of  these  services,  including  imple- 
mentation of  a  case  management  paradigm. 

The  clinical  programs  at  West  Los  Angeles  VAMC  benefit  from  their  interface 
with  clinical  research  as  well.  For  example,  schizophrenia,  an  illness  afllicting  1.5% 
of  all  Americans  and  consuming  a  disproportionately  large  share  of  the  VA  medical 
care  funds,  beds,  and  resources,  is  the  targeted  disorder  Tor  a  four-year  HSR&D  VA 
research  grant  to  find  more  cost-effective  treatment  techniques.  Preliminaiy  results 
from  the  first  half  of  the  participants  indicate  that  skills  training  is  both  clinically 
and  statistically  more  effective  than  occupational  therapy.  Although  schizophrenia 
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predominates  at  younger  ages,  the  techniques  of  skills  training  have  much  to  offer 
to  the  treatment  of  the  older  patient,  for  example  in  the  area  of  medication  misuse. 

West  Los  Angeles  VAMC's  current  contribution  in  terms  of  innovative  programs 
can  be  illustrated  by  two  current  examples;  one  is  a  clinical  program  barely  two 
years  old,  and  the  other  a  research  program  in  its  12th  year.  Both  reflect  what  VA 
can  do  best,  and  both  are  vitally  important,  not  only  to  our  veterans  but  to  the  na- 
tion as  a  whole. 

The  clinical  program,  initiated  in  1991,  is  the  West  Los  Angeles  VAMC  Geriatric 
Evaluation  Team  for  Substance  Misuse/Abuse  Recognition  and  Treatment  (GET 
SMART).  It  consists  of  a  muitidisciplinary  team  (nursing,  pharmacy,  psychiatiy, 
psychology,  and  social  work)  whose  task  it  is  to  identify  and  refer  for  appropriate 
treatment  veterans  age  60  and  over  who  misuse  (i.e.,  have  management  problems 
with)  their  medications  and/or  abuse  alcohol  or  other  psychoactive  substances.  The 
team  provides  a  written  psychiatric  consultation  to  the  primary  physician,  and, 
when  indicated,  home  visits  to  patients  living  within  a  75-mile  radius  of  the  West 
Loa  Angeles  VAMC.  Based  on  its  evaluation,  the  team  develops,  together  with  the 
patient  and  often  another  significant  person  in  the  patients  daily  life,  a  treatment 
plan  suited  to  the  patient's  individual  needs  and  capabilities,  connects  patients  to 
a  variety  of  VA  and  community  resources,  and  provides  mental  health  counseling, 
education  and  training  in  strategies  designed  to  help  patients  take  the  right  medica- 
tions in  the  right  amounts  at  the  right  time.  The  need  for  GET  SMART'S  services 
also  derives  from  the  scarcity  of  resources  for  the  treatment  of  older  alcoholics — ^both 
in  the  VA  and  in  the  community.  Indeed,  the  inability  to  make  appropriate  referrals 
led  GET  SMART  to  initiate  a  geriatric  substance  abuse  support  group.  It  has  been 
well  received  by  the  patients,  many  of  whom  attribute  a  large  part  of  their  ongoing 
sobriety  to  participation  in  that  group.  This  experience  led  to  West  Los  Angeles 
VAMC  joining  with  UCLA  in  submitting  a  grant  application  to  NIAAA  for  a  Center 
for  Alcohol  Research  in  Aging  (pending  review).  The  woik  proposed  in  that  applica- 
tion includes  Loma  Linda  and  Sepulveda  VAMCs  as  performance  sites  and  asks  the 
important  question:  How  can  we  enhance  the  effectiveness  of  treatments  for  the 
older  alcoholic?  Clearly,  the  answer  is  important  not  only  for  the  VA  but  for  the  en- 
tire nation.  On  the  individual  level,  one  patient  was  so  pleased  with  the  services 
rendered  by  GET  SMART  that  he  communicated  his  satisfaction  to  (then)  President 
Bush. 

The  second  and  final  example  of  an  innovative  approach  is  the  Family  Study  of 
Alzheimer  Disease.  This  longitudinal  investigation  of  patients  with  Alzheimer  dis- 
ease and  their  first-degree  relatives,  which  began  in  1980,  illustrates  the  relevance 
to  patient  care  of  both  clinical  and  basic  research.  The  VA  Merit  Review  Program 
was  the  first  to  fund  this  study  and  has  provided  its  most  consistent  support.  Al- 
though throu^out  the  years,  funding  for  specific  ancillary  studies  was  obtained  also 
from  the  National  Institutes  of  Health,  the  National  Institute  of  Mental  Health,  the 
State  of  California,  and  a  variety  of  private  groups,  this  longitudinal  study  could  not 
have  been  pursued  without  the  stable  base  of  VA  support.  The  goal  of  the  study  is 
to  identify  indicators  of  Alzheimer  disease  in  brothers,  sisters,  daughters,  and  sons 
who  were  asymptomatic,  i.e.,  had  not  developed  any  signs  or  symptoms  of  Alzheimer 
disease  at  the  time  the  patient  was  diagnosed.  The  idea  is  to  predict  which  of  these 
relatives  will  develop  Alzheimer  disease.  The  two  most  obvious  results  of  successful 
prediction  would  be:  (1)  Reassurance  of  those  NOT  likely  to  develop  the  disease,  and 
(2)  Identification  of  homogeneous  subgroups  for  testing  the  efllcacy  of  potential  pre- 
ventive, as  well  as  treatment,  interventions.  This  type  of  research  is  enormously  dif- 
ficult because  of  the  late  ages  at  onset  of  Alzheimer  disease.  After  12  years,  some 
of  these  relatives  are  just  beginning  to  develop  recordable  changes  in  behavior  and/ 
or  psychological  test  performance.  Meanwhile,  the  basic  science  component  of  the 
Family  Study  has  provided  evidence  for  abnormalities  in  the  skeleton  of  cells 
(cytoskeleton)  from  Alzheimer  patients,  and  generated  the  hypothesis  that  impair- 
ment of  the  cytoskeleton  represents  a  basic  underlying  detect  in  Alzheimer  disease. 
Currently,  the  study  is  following  clues  which  may  lead  to  a  relatively  non-invasive 
diagnostic  test  for  Alzheimer  disease,  and  eventually,  to  effective  treatments  and 
prevention. 

These  examples  make  clear  the  interdisciplinary  nature  of  geriatric  care.  At  West 
Los  Angeles  VAMC,  we  are  proud  to  be  leaders  in  the  development  and  implementa- 
tion of  integrated  programs  and  offer  them  to  the  nation  as  examples  of  what  works. 
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PREPARED  STATEMENT  OF  SANDRA  FRESH,  DIRECTOR,  ADULT  DAY 
HEALTH  CARE,  PORTLAND,  OREGON,  VA  MEDICAL  CENTER 

Adult  Day  Health  Care  in  the  Department  of  Veterans  Affairs 
...  an  alternative 

...  A  CHOICE 

Program  Definition:  Adult  Day  Health  Care  is  a  therapeutically  oriented  out- 
patient program  which  provides  health  care  and  rehabilitative  services  to  frail  elder- 
ly veterans  in  a  congregate  setting  during  daytime  hours. 
Purpose  ofADHC: 

1.  To  enable  those  frail  elderly  veterans  with  significant  health  deficits  and  func- 
tional impairments  to  reside  in  a  supportive  home  environment  while  receiving 
health  care  services  in  a  dajrtime  congregate  setting. 

2.  To  monitor  health  status  and  coordinate  long-term  services,  thereby  decreasing 
acute  episodes  of  illness,  reducing  hospital  and  nursing  home  admissions  and  im- 
proving health  care  seeking  behaviors. 

3.  To  restore  and  maintain  the  older  veteran's  functional  capacity  to  the  highest 
level  possible. 

4.  To  improve  the  quality  of  life  for  participants. 

5.  To  provide  support  for  the  patients'  caregivers  and  enable  them  to  maintain  the 
older  veteran  in  the  community. 

Patient  Population  Description: 

•  Frail  elderly  veterans  who  reside  in  conununity  settings  but  are  at  risk  for 
nursing  home  placement  or  recurrent,  frequent  hospitalizations. 

•  Functional  impairments,  frequently  affecting  tneir  ability  to  walk  or  trans- 
fer without  assistance. 

•  Cognitive  impairment  to  a  mild  to  moderate  degree  affecting  their  ability 
to  provide  self-care  and  occasionally  causing  home  management  issues  due  to 
behavioral  problems. 

•  Multiple  interactive  medical  problems  with  numerous  health  care  providers. 
Many  experience  difficulty  in  managing  treatment  regime  with  a  history  of  non- 
compliance and  inappropriate  or  inconsistent  use  of  resources. 

•  Significant  social  issues  such  as  Umited  financial  resources,  social  isolation, 
inadequate  living  situations  to  support  their  needs,  and  limited  access  to  com- 
munity resources. 

•  Psychological  needs  ,  many  with  depression,  anxiety,  primary  psychiatric 
disorders,  personality  disorders  which  aaversely  affect  their  self-care  abilities. 

Services  Provided:  The  ADHC  patient  presents  a  wide  variety  of  interactive,  com- 
plex care  needs.  Because  of  this  the  delivery  of  services  must  be  creative,  flexible, 
and  responsive.  Methods  used  to  deliver  services  will  vary  from  patient  to  patient 
and  from  one  time  to  another.  Services  include  but  are  not  limited  to: 

•  Individual  assessments,  both  screening  and  in  depth 

•  Primary  health  care  with  coordinatioivoommunication  with  specialty  clinics 

•  Case  management  to  coordinate  services  within  ADHC,  within  VA  Medical 
Center,  and  within  the  community 

•  Home  visits  to  improve  ability  of  environment  to  support  patient's  needs 
(i.e.  adaptive  modifications  and  equipment) 

•  Individual  interventions/educational  offerings  (i.e.  Fall  and  Recovery  train- 
ing, use  of  home  glucose  monitoring  machine,  fine  motor  exercise  program,  tour 
of  residential  care  facilities) 

•  Group  planned  activity  with  goals  and  approaches  common  to  the  majority 
of  patients  and  modification  made  for  indiviauals  (i.e.  general  nutrition  topics, 
project  group,  group  exercise,  music  therapy) 

•  Small  group  activities  with  patients  selected  for  the  group  on  the  basis  of 
specific  needs  (i.e.  psychoeducational  groups,  nutrition  classes  specific  to  diet  re- 
strictions, stroke  club) 

•  Family/caregiver  support  and  education 

Adult  Day  Health  Care  Staff:  Adult  Day  Health  Care  is  staffed  by  an  interdiscipli- 
nary team,  representing  the  health,  social  and  rehabilitative  services  provided  by 
the  program  (Nursing,  Social  Work,  Medicine,  Rehabilitation  Services,  Dietetics, 
Psycnology).  Team  members  provide  individual  assessments  of  health,  functional, 
and  psydno-social  status;  develop  a  collaborative  treatment  plan;  and  provide  serv- 
ices. Each  discipline  makes  its  contribution  to  the  therapeutic  interventions.  How- 
ever, the  interdisciplinary  functioning  makes  the  effect  greater  than  the  benefits  of 
a  particular  discipline  alone.  As  interdisciplinary  team  members,  each  discipline 
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learns  from  one  another  and  reinforces  each  other's  treatment  goals  throughout 
each  patient  contact. 

ADHC  provides  a  unique  training  opportunity  for  students  from  Medicine,  Nurs- 
ing, SocifQ  Work,  Occupational  Therapy,  and  Psychology.  Many  trainees  have  re- 
ported that  the  ADHC  experience  has  enabled  them  to  provide  better  planning  for 
post-hospitalization  needs  because  they  better  understand  the  complexities  of 
adaption  in  the  home/community  setting. 

PREPARED  STATEMENT  OF  ANNE  HANEY  GOODEN,  PROGRAM  DmECTOR, 
HOSPITAL-BASED  HOME  CARE,  AND  PROGRAM  COORDINATOR,  ADULT 
DAY  HEALTH  CARE,  TUCSON,  ARIZONA,  VA  MEDICAL  CENTER 

Hospital  Based  Home  Care 
Department  of  Veterans  Affairs 

Program  Description:  HBHC  is  a  program  which  delivers  primary  health  care  in 
the  home  through  a  hospital  based  interdisciplinary  team  to  homebound  veterans 
whose  caregivers  are  willing  and  able  to  assist  in  their  care. 

HBHC  Team  Members:  The  HBHC  team  consists  of  three  registered  nurses,  one 
licensed  practical  nurse,  one  half-time  physician,  one  social  worker  who  is  also  the 
program  director,  one  half-time  dietitian,  one  occupational  therapist,  and  a  sec- 
retary. 
Program  Objectives: 

1.  To  provide  necessary  medical,  nursing,  social,  nutritional,  and  rehabilitative 
services  to  patients  who  have  difficulty  coming  into  the  hospital  for  medical  care. 

2.  To  enable  chronically  and  terminally  ill  veterans  to  feel  as  well  as  they  can  in 
the  comfort  of  their  own  homes. 

3.  To  reduce  the  need  for  hospitalizations,  clinic  visits  or  nursing  home  care. 

4.  To  enable  the  veterans  to  function  as  independently  as  possible. 

5.  To  support  caregivers  in  caring  for  the  veterans  at  home. 

6.  To  provide  care  for  terminally  ill  patients  at  home. 

7.  To  nelp  the  family  make  other  health  care  arrangements  when  the  veteran  ei- 
ther improves  and  no  longer  needs  home  care  or  gets  worse  and  can  no  longer  re- 
main safely  at  home. 

Population  Served: 

1.  Frail  elderly  living  at  home  with  a  carepver  who  is  often  a  frail  elderly  spouse. 

2.  Chronically  ill  of  all  ages  (such  as  patients  with  advanced  multiple  sclerosis). 

3.  Patients  who  have  multiple,  interacting  problems  such  as  cognitive  and  func- 
tional impairment,  psychiatric  problems,  multiple  medical  diagnoses,  limited  re- 
sources, stressed  caregiver. 

4.  Patients  with  a  history  of  frequent  hospitalizations,  emergency  room,  or  clinic 
visits. 

Benefits  of  HBHC: 

1.  Reduction  of  the  fear  and  isolation  which  are  common  components  of  debilitat- 
ing, long-term  illness. 

2.  Early  detection  of  treatable  secondary  conditions  (such  as  infections)  and  time- 
ly, cost  effective  treatment. 

2.  Reduction  in  inappropriate  use  of  hospital,  emergency  room  and  outpatient  clin- 
ics. 

3.  Prevention  of  premature  nursing  home  placement. 

4.  Veteran  and  families'  increased  receptiveness  to  health  education  provided  in 
their  own  homes. 

5.  Treatment  planning  done  by  the  interdisciplinary  team  is  more  holistic  and 
more  effective  than  planning  done  by  each  discipline  separately. 

6.  Excellent  traimng  opportunity  for  students  in  medicine,  social  work,  nursing, 
pharmacy  within  the  context  of  the  interdisciplinary  team. 

7.  Enhanced  transition  from  HBHC  to  other  long  term  care  options  within  the 
Tucson  VA  system: 

•  A  patient  who  has  improved  and  is  no  longer  homebound  can  graduate  to 
adult  day  health  care. 

•  A  patient  who  needs  short  term  inpatient  rehabilitation  services  can  enter 
the  VA's  Nursing  Home  Care  Unit's  (NHCU)  Rehabilitation  Service  and  then 
return  to  HBHC  when  he  goes  home. 

•  A  terminally  ill  patient  whose  family  cannot  continue  caring  for  him  at 
home  can  move  into  the  VA  Inpatient  Hospice  at  the  NHCU. 
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9.  Increased  family  support  through  interaction  with  HBHC  staff  and  through 
HBHC's  family  support  group. 

10.  Veterans  and  families  followed  by  HBHC  at  Home  Report  that  the  quality  of 
their  lives  greatly  improve  with  home  care. 


PREPARED  STATEMENT  OF  TERRY  L.  HARBERT,  CHIEF  OF  SOCIAL  WORK 
SERVICE,  TOPEKA,  KANSAS,  VA  MEDICAL  CENTER 

I  am  pleased  to  describe  innovative  social  work  programs  developed  at  the 
Colmery-CNeil  VA  Medical  Center.  Care  coordination  (case  management)  is  the  pri- 
maiy  professional  activity  in  all  of  the  programs  I  will  describe.  The  programs  in- 
volve assessment  and  planning,  locating  and  linking  services,  and  monitoring  indi- 
vidual care.  They  include  administrative  and  clinical  components  connecting  VA  and 
community  resources  to  ensure  continuity  and  bridge  veteran  and  family  concerns. 

Case  Management  in  Ambulatory  Care.  Location  of  social  woric  staff  is  chang- 
ing from  inpatient  medicine  and  surgery  to  ambulatory  care.  We  view  the  veteran 
as  someone  living  in  the  community  where  practice  is  focused  for  the  patient's  bene- 
fit. Staff  "know"  veterans  as  outpatients  and  whenever  they  are  admitted  to  the  VA 
social  work  needs  are  addressed  by  the  veteran's  social  worker.  This  is  a  dramatic 
departure  from  years  of  hospital  based  and  focused  social  work  practice  in  health 
care.  It  makes  more  sense  in  today's  world. 

Caregiver  Support  Program.  The  program  provides  individual  counseling,  group 
support,  service  coordination,  and  respite  care.  Caregivers  are  encouraged  to  use 
their  creative  potential  to  develop  new  stress  management  strategies.  We  provide 
individual  social  work  support  to  the  care  giving  spouse  of  dementia  patients  using 
a  strengths  model.  The  spouse  or  other  relative  must  be  seen  by  the  VA  as  an  ap- 
propriate "client".  A  Caregiver  Support  Training  Manual  was  developed  by  Topeka 
social  work  staff  and  distributed  system  wide  highlighting  our  program  and  two 
other  models.  Support  for  the  family  caregiver  is  critical  if  families  are  to  continue 
the  current  level  of  home  care. 

COMMUNTTY-VA  PARTNERSIflPS  IN  ALZHEIMER'S  DISEASE  CaRE.  Our  staff  is  in- 
volved in  cooperative  planning  with  Contemporary  Housing  Alternatives  of  Topeka, 
a  private  not  for  profit  agency  to  develop  an  innovative  type  of  community  care  resi- 
dence for  patients  with  Alzheimer's  Disease.  Two  VA  social  work  staff  serve  on  the 
advisory  board  for  the  care  residence.  Ground  breaking  for  the  residence  was  held 
in  April.  It  is  sdieduled  to  open  in  the  fall.  VA's  resources  can  be  enhanced,  creative 
programs  developed,  and  gaps  in  long  term  care  reduced  by  VA/Community  Partner- 
ships. 

Continuous  Supported  Self-Care  Program  (CSS-CP).  This  is  a  case  manage- 
ment program  and  a  pilot  project  within  the  Long  Term  Mental  Health  Enhance- 
ment Pn^am.  It  uses  a  multidisciplinary  approach  with  team  members  focusing 
their  efforts  on  assisting  veterans  with  severe  and  persistent  mental  illness  to  live 
successfully  in  the  community.  Key  to  the  program  is  the  use  of  case  managers  uti- 
lizing a  strengths  approach  and  concentrating  on  veteran's  abilities  rather  than  pa- 
thology. We  developed  a  consumer  counselor  program  as  part  of  the  CSS-CP  involv- 
ing successful  veterans  living  in  the  communitv  and  working  with  fellow  institu- 
tionalized veterans.  Consumer  counselors  provide  encouragement,  take  veterans  on 
conununity  visits,  teach  financial  management,  and  help  veterans  integrate  them- 
selves into  the  larger  community. 

Geropsychiatric  Nursing  Home  Care  Unit.  Several  years  ago  social  work  staff 
developed  a  proposal  to  initiate  a  specialized  care  unit  for  veterans  with  severe  be- 
havior problems  causing  multiple  readmissions.  The  program  designed  is  a  special- 
ized nursing  home  care  unit  for  psychiatric  patients  often  considered  the  most  dif- 
ficult. The  program  is  planned  as  a  rehabilitative  one.  For  practical  purposes  the 
proposal  preceded  recent  VA  policy  which  recognizes  the  need  for  such  care  and  of- 
fers a  category  which  our  plan  can  fit  within.  Currently,  the  planned  renovation  of 
an  empty  building  at  Topeka  is  in  final  stages  with  construction  to  start  soon. 

Pilot  Alternative  Use  of  Contract  Nursing  Home  Funds.  Recent  VA  policy 
change  allows  for  use  of  a  portion  of  contract  nursing  home  funds  to  provide  home- 
maker/home  health  aide  and  adult  day  health  care  for  veterans  with  50%  or  greater 
service  connected  disability.  We  are  one  of  the  pilot  sites  using  these  flexible  funds 
that  allow  provision  of  the  most  appropriate  level  of  veteran  care.  It  also  provides 
potential  for  a  better  quality  of  life  by  assisting  the  veteran  to  remain  at  home  as 
long  as  possible. 
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PREPARED  STATEMENT  OF  PAUL  SMTTS,  CHIEF  OF  DOMICILIARY 
OPERATIONS,  MARTINSBURG,  WEST  VIRGINIA,  VA  MEDICAL  CENTER 

The  DomicUiary  Care  Program  is  the  oldest  of  the  VA's  health  care  programs.  It 
was  initiated  through  the  passage  of  legislation  in  the  1860*8  to  provide  a  nome  for 
disabled  volunteer  soldiers  of  the  Civil  War.  For  many  years,  they  were  considered 
"old  soldiers  homes,"  but  the  domiciUaries  today  are  certainly  no  "old  soldiers' 
homes."  Domicilianr  Care  Programs  have  aggressively  pursued  program  changes  to 
accommodate  the  changing  veteran  population  and  the  changing  he^th  care  system. 
Today,  Domiciliary  Care  ftograms  have  two  distinct  missions:  active  biopsychosocial 
rehabilitative  care  and  long-term  health  maintenance  care.  Clinical  programs  are 
being  developed,  modified  and  expanded,  to  more  adequately  address  complex  care 
demands  of  the  homeless,  those  with  needs  associated  wish  AIDS/HIV  disease,  sub- 
stance abuse,  traumatic  brain  injury,  geriatric  rehabilitation,  and  chronic  mental  ill- 
ness. Although  we  continue  to  provide  long-term  health  maintenance  care  for  a 
small  segment  of  the  veteran  population  who  require  such  care,  much  of  the  empha- 
sis today  is  providing  shorter  term  rehabilitative  care. 

There  are  several  unique  aspects  of  care  in  the  Domiciliary  Care  Program:  ( 1)  It 
is  a  veiy  cost-effective  care  alternative.  Average  costs  are  approximately  $8&-$92 
per  patient-day  of  care.  That  is  relatively  low  compared  to  other  tjrpes  of  inpatient 
care.  (2)  Patients  take  a  very  active  role  and  are  full  participants  in  the  develop- 
ment and  execution  of  their  individualized  treatment  plan.  (3)  It  is  a  distinct  level 
of  care  different  from  hospital  and  nursing  home  care.  In  this  level  of  care,  maxi- 
mum independence  is  fostered  rather  than  dependence.  (4)  Many  tjrpes  of  rehabilita- 
tive care  can  be  provided  from  this  cost-effective  care  alternative.  Any  ambulatory 
patient  who  can  participate  in  a  meaningful  way  in  his/her  own  rehabilitative  care 
IS  a  potential  candidate  for  domiciliarv  care 

The  past  decade  has  been  marked  by  crises  and  change  in  American  health  care. 
Rising  costs,  epidemics  of  substance  abuse,  AIDS  and  tuberculosis,  and  a  surge  of 
homelessness  nave  required  health  care  providers  to  adapt  rapidly  to  new  cir- 
cumstance and  challenges  as  never  before.  The  DomicUiary  has  risen  to  those  chal- 
lenges; and  Domiciliary  Care  Programs  deserve  a  second  look  from  private  sector 
health  care  operations  because  domiciliary  programs  have  application  m  the  private 
sector. 

In  sununary,  the  Domiciliary  Care  Program  is  a  dynamic  health  care  operation 
that  has  risen  to  meet  the  changing  needs  of  the  veteran  population  and  health  care 
system  in  the  Department  of  Veterans  Affairs.  The  Domiciliary  facilities  can  be  uti- 
lized to  provide  many  other  types  of  rehabilitative  health  care,  so  long  as  they  are 
given  appropriate  resources  to  provide  these  types  of  health  care. 


PREPARED  STATEMENT  OF  DR.  ROBERT  N.  BUTLER,  BROOKDALE  PROFES- 
SOR AND  CHAIRMAN,  DEPARTMENT  OF  GERIATRICS  AND  ADULT  DEVEL- 
OPMENT, MOUNT  SINAI  MEDICAL  CENTER,  NEW  YORK 

In  1990,  1  in  4  veterans  were  over  65.  Bv  the  year  2000,  over  60%  of  the  entire 
U.S.  male  population  over  65 — over  8  miUion  men — will  be  veterans.  Since  the 
1920s  veterans'  hospitals  have  demonstrated  the  value  of  government-sponsored 
health  services.  Over  the  years  the  hospitals  have  also  made  major,  indeed  essen- 
tial, contributions  to  American  medical  education,  medical  research  and  innovations 
in  clinical  care.  I  have  been  asked  to  focus  today  sj>ecifically  on  WA.  long-term  care 
programs,  especially  their  innovative  contributions  to  geriatric  clinicm  care,  re- 
search, and  education  that  can  serve  as  models  for  the  national  health  care  system. 
It  has  become  clear  that  Americans  want  universal  access  to  high  quality,  affordable 
health  care,  and  we  eagerly  await  the  current  Administration^  proposal  for  health 
care  reform.  In  the  meantime,  let  us  remember  that  the  V.A.  health-care  system  is, 
in  fact,  an  already-existing  model  for  national  health  care,  although  it  is  not  univer- 
sal. 

Its  172  hospitals,  107  nursing  homes,  16  domiciliaries  and  other  elements  of  its 
svstem  operate  under  global  annual  budgets,  and  it  is  a  single  payer  system.  For 
those  reasons  alone  the  VA.  is  an  important  source  for  study  of  health  service  deliv- 
ery itself.  In  other  words,  the  VA.  is  an  extraordinarily  valuable  national  resource 
and  provides  us  an  opportunity  to  learn  a  great  deal  as  we  put  into  place  a  com- 
prehensive universal  national  health  program  in  this  country. 

Moreover,  the  VA.  long-term  care  programs  provide  a  special  focus  for  study,  and 
they  already  serve  as  models  for  our  national  health  care  system.  The  VA.  reflects 
an  integrated  system,  not  complete  nor  perfect,  of  course,  but  one  that  endeavors 
to  care  for  patients  within  its  own  system — patients  can  move  from  one  setting  to 
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another,  from  acute  care  to  long-term  care  facilities,  from  primary  to  specialty  care 
services. 

While  recognizing  the  V.A.'8  long-term  care  responsibilities  to  service  men  and 
women  of  all  ages,  here  I  will  only  address  the  VA.'s  long-term  care  programs  as 
they  apply  to  older  veterans.  Specifically,  I  will  speak  about  the  VA.'s  innovative 
contributions  to  three  areas:  (1)  research;  (2)  services;  and  (3)  education  in  geri- 
atrics. 

(1)  Research 

In  1976  the  Veterans'  Administration  established  the  GRECC  program,  that  is, 
the  Geriatric  Research,  Educational  and  Clinical  Centers.  There  are  now  16 
GRECCs.  This  development  occurred  concurrently  with  the  creation  of  the  National 
Institute  on  Agin^  of  the  National  Institutes  of  Health.  Because  of  budget  cutbacks, 
there  is  a  restriction  in  the  number  of  GRECCs  in  existence. 

This  is  the  time,  I  think,  for  still  another  comprehensive  evaluation  of  the  GRECC 
program.  I  would  like  certain  questions  to  be  asked  or  re-asked,  for  example:  Is  it 
wise  to  have  each  GRECC  devoted  to  a  specific  research  theme,  which  is  the  present 
case,  or  would  collaboration  and  sharing  of  resources  among  GRECCs  work  better? 
Each  GRECC  may  need  additional  resources  and  additional  GRECCs  might  be  justi- 
fied. I  would  also  recommend  greater  emphasis  on  research  in  geriatric  psychiatry 
at  various  GRECC  sites. 

An  overall  V.A.  GRECC  coordinator  should  be  appointed,  to  expedite,  where  pos- 
sible, sharing  of  resources  and  oersonnel  to  enhance  each  of  the  Centers.  She^e 
could  also  coordinate  the  GRECC  Research  Agenda  with  that  of  the  National  Insti- 
tute on  Aging  and  other  relevant  research  agencies,  such  as  the  United  States  De- 
partment of  Agriculture's  Human  Nutrition  Research  Center  on  Aging  at  Tufts  Uni- 
versity. 

In  the  evaluation,  I  would  also  ask:  Is  enough  of  the  research  agenda  focused 
upon  the  non-fatal  disabling  conditions  that  prove  so  destructive  to  older  people's 
quality  of  life  and  are  so  costly  to  society?  I  am  referring  to  problems  of  mobflity, 
gait  disorders,  falls,  incontinence,  diminished  hearing  and  vision,  dementia,  depres- 
sion, substance  abuse — particularly  alcohol — and  so  on. 

My  hypothesis  is  that  science  can  devise  interventions  to  delay  such  dysfiinction, 
thereby  shortening  the  length  of  time  people  live  with  impairment  and  decreasing 
the  costs,  both  emotional  and  financial,  to  society,  individuals  and  their  families. 
Were  it  possible  to  defer  dependency  in  the  aggregate  of  persons  65  years  of  age 
and  older,  society  would  save  in  excess  of  $5  biluon  per  month. 

(2)  Services 

The  VA.  is  a  pioneer  in  developing  the  hospital-based  inpatient  geriatric  evalua- 
tion treatment  units  (GETUs).  These  reduce  hospital  stays  and  readmissions  and  re- 
sult in  lower  morbidity  and  mortality  rates.  The  GETU  model  is  the  basis  for  devel- 
oping geriatric  assessment  programs — inpatient  and  outpatient — elsewhere.  The 
programs  can  provide  cost-effective  and  appropriate  entry  points  for  long-term  care 
settmgs.  It  is  essential  to  identify  inappropriate  admissions  to  long-term  care  facili- 
ties. It  is  equally  essential  to  introduce  case  management  or  care  coordination  in 
order  to  secure  effective  and  comprehensive  care  programs  for  patients.  Further- 
more, it  is  important  to  observe  any  gaps  in  the  previous  care  of  an  individual  pa- 
tient and  to  provide  the  patient  with  an  integrated  set  of  services. 

In  the  private  sector  there  is  little  effective  linkage  between  acute  care  and  long- 
term  care.  This  is  regrettable  and  expensive.  There  are  an  estimated  half  million 
transfers  from  long-term  institutions  to  acute  care  hospitals  in  the  United  States. 
Greater  opportunities  for  cost-savings  would  exist  if  the  medical  and  nursing  compo- 
nents of  nursing  homes  were  enlarged  in  order  to  avoid  costly  transfers,  which  also 
may  have  detrimental  effects  on  the  patient. 

An  important  word  must  be  said  for  independent  disabled  individuals  of  different 
ages  who  want  to  be  and  should  be  in  the  mainstream  of  American  society.  The  WA. 
long-term  care  system  can  provide  rehabilitation  and  various  assistive  services  to 
support  their  integration  within  society.  The  V.A.  has  pioneered  programs  in  pros- 
thetics of  value  to  disabled  persons  of  all  ages.  And  veterans  suffering  from  AIDS 
have  many  of  the  same  needs  for  long-term  care  services  as  do  independent  disabled 
and  older  veterans. 

Although  attention  is  paid  to  scores  concerning  activities  of  daily  living  (ADLs), 
ultimately  clinical  judgment  reigns.  After  all,  some  individuals  have  low  ADL  scores 
(the  higher  the  ADL  score  the  greater  number  of  disabilities  exist),  but  the  particu- 
lar circumstances  of  the  individual  makes  obvious  his  or  her  need  for  long-term 
care.  A  simple  example  would  be  an  individual  with  one  or  two  ADLs  who  bves  in 
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a  4th  floor  walk-up  apartment  or  who  has  dementia.  To  screen  veterans  out  of  serv- 
ices using  a  monolithic  ADL  rule  would  be  counter  productive. 

I  wish  to  emphasize  that  the  VA.  long-term  care  system  offers  an  organized 
model  of  care.  It  is  perfectly  understandable  that  national  attention  has  focused 
upon  containment  of  rising  health  costs.  But  equal  attention  must  be  directed  to  the 
organization  of  the  delivery  of  care.  Not  inciaently,  the  organization  of  care  itself 
is  directly  related  to  health  care  costs,  and  integration  of  care — acute  and  chronic, 
institutional  and  non-institutional — will  conserve  resources  and  contain  costs. 

Over  the  last  ten  years,  the  VA.'s  Office  of  Geriatrics  and  Extended  Care  devel- 
oped 75  hospital-based  home-care  teams,  172  palliative  ctu^  (hospice)  units,  15  VA. 
adult  day  health  care  programs  and  100  contract  adult  day  health  care  programs, 
133  geriatric  evaluation  and  management  (GEM)  programs,  and  the  16  GRECCs. 
These  are  the  foundations  of  a  model  WA.  long-term  care  system  they  should  be 
built  upon.  Such  a  system  would  include  home  care,  community  care  (such  as  adult 
day  care  centers),  hospice  care,  and  nursing  home  care.  Community  care  should  be 
emphasized.  If  open  from  8:30  a.m.  to  6:00  p.m.,  a  comprehensive  WA.  community 
care  center  would  provide  respite  and  counseling  to  American  families,  specifically 
working  women,  and  provide  such  diversified  services  for  the  veteran  as  hot  meals, 
socialization  and  self-help  groups,  health  promotion  and  disease  prevention  activi- 
ties, annual  flu  shots  in  the  fall  and  rehabilitation  when  necessary. 

I  know  that  there  is  considerable  anxiety  among  veterans'  groups  over  the  possi- 
bility of  integration  of  the  WA.  system  with  a  new  national  health  care  system.  Inte- 
gration with  the  Indian  Health  Service  and  the  Department  of  Defense  hospitals 
with  the  WA.  into  a  <ederal  hospital  system  has  already  been  suggested.  Under- 
standably, veterans  want  to  be  certain  they  maintain  the  strength  of  the  VA.  On 
the  other  hand,  we  are  confronted  by  retrenchment  in  the  Department  of  Defense 
with  the  closing  of  military  bases,  and  there  are  many  retired  service  people  who 
are  not  able  to  move  or  travel  long  distances  to  obtain  the  care  they  need. 

Perhaps  it  would  be  worth  experimenting  with  an  initial  collaboration  in  the  long- 
term  care  sector  involving  the  Indian  Health,  Department  of  Defense  and  the  V.A. 
system.  They  could  share  resources,  for  example,  all  done  with  appropriate  concerns 
over  the  uneasiness  of  veterans'  groups. 

I  have  been  speaking  mainly  aoout  the  clinical  care  portion  of  the  V.A.  long-term 
care  program  that  could  serve  as  a  model  for  the  national  health  care  system.  But 
I  would  urge  once  again  that  research  be  emphasized  as  well.  Certainly  the  VA. 
is  distinguished  for  basic  as  well  as  clinical  research  in  its  GRECCs  and  elsewhere 
in  the  system.  Health  services  delivery  research  should  also  be  continued.  Unfortu- 
nately there  has  been  an  11%  cut  in  the  VA.  research  budget.  As  already  noted, 
economies  of  scale  could  follow  from  coordination  of  resources  with  NIA,  Tufts,  the 
GRECCs,  etc. 

(3)  Education 

Finally,  the  V.A.  long-term  care  educational  programs  also  serve  as  a  model  for 
the  national  health  care  system.  The  ambulatoiy  care  population  of  the  VA.  is  a 
major  resource  for  medical  school  education  that  could  not  oe  easily  replaced.  More- 
over, the  VA.  was  a  pioneer  in  developing  geriatric  fellowship  programs  in  the 
1970s.  Geriatricians  who  work  in  the  VA.  long-term  care  system,  along  with  other 
specialists,  can  and  do  provide  undei^graduate,  residency  and  post-graduate  (fellow- 
snip)  education.  At  our  own  institution,  the  Mount  Sinai  School  of  Medicine,  some 
of  the  fourth-year  medical  students  who  rotate  throu^  our  Department  of  Geri- 
atrics go  to  the  Bronx  Veterans'  Administration  Hospital.  This  is  a  very  popular  ro- 
tation. 

It  must  be  recalled  that  the  Veterans'  Administration  also  plays  a  vital  part  in 
the  education  of  nurses,  social  workers,  and  the  allied  health  professions  (such  as 
respiratory  therapists),  not  only  medical  students  and  physicians.  The  V.A.  is  also 
one  of  the  most  important  sources  for  training  in  geriatric  dentistry. 

The  affiliations  between  V A.  medical  centers  and  medical  schools  is  of  the  utmost 
importance.  It  is  almost  impossible  to  imagine  how  we  could  provide  medical  edu- 
cation without  the  VA.  But  the  VA.  could  expand  its  role  in  education  regarding 
long-term  care. 

I  understand  very  well  the  need  to  reform  entitlement  and  eligibility  for  V.A. 
health  services.  I  appreciate  the  focus  upon  service-connected  disability.  At  the  same 
time,  I  propose  that  it  would  be  in  the  interest  of  the  individual  veteran,  his  family, 
and  the  nation  as  a  whole  if  the  veteran's  family  could  be  included  in  the  system. 
Family  members  are  part  of  a  veterans  care  network.  A  veteran  may  be  sustained 
outside  of  a  nursing  home  or  hospital  if  the  spouse  is  able  and  willing  to  provide 
care;  if  the  spouse  becomes  ill,  the  V.A.  may  have  to  provide  costly  substitute  care. 
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The  functioning  of  the  spouse  should  be  considered  and  supported  with  help  by  the 
VA.  It  is  easy  to  imagine  a  frail  older  couple,  both  of  whom  require  long-term  care 
services,  turning  to  totally  diverse  sources  of  support  at  great  cost  and  fragmenta- 
tion of  care.  For  example,  two  home  aides  may  be  dispatched  to  this  couple,  one  paid 
by  Medicare  and  eventually  Medicaid,  the  other  by  the  VA.  Not  only  does  sudi  a 
case  result  in  double  costs  to  the  government,  it  may  be  frau^t  with  conflicts  or 
overlaps  in  the  benefits  received.  One  payer  may  cover  four  hours  of  one  aide's  serv- 
ices, while  the  other  may  only  cover  two  hours.  When  family  care  is  required  and 
there  is  redundancy,  a  mechanism  should  be  put  in  place  to  provide  reimbursement 
to  the  VA.  from  third  party  payers. 

We  all  hope  and  expect  that  the  forthcoming  health  care  reforms  will  include  long- 
term  care — even  if  not  in  the  comprehensive  form  ultimately  required.  One  compo- 
nent that  could  be  introduced  at  once  would  be  to  build  upon  the  existing  VA.  long- 
term  care  program  that  estimates  suggest  would  cover  aoout  1.8  million  of  11  mil- 
lion VA.  eligible  veterans.  The  VA.  system,  when  more  fully  fleshed  out,  could  be 
a  model  for  provision  of  long-term  care  services  along  the  continuum  of  care  and 
a  basis  for  other  long-term  care  systems  that  might  be  supported  through  other  re- 
sources. 


PREPARED  STATEMENT  OF  DR.  PAUL  A.  KERSCHNER,  EXECUTIVE 
DIRECTOR.  THE  GERONTOLOGICAL  SOCIETY  OF  AMERICA 

The  Gerontological  Society  of  America  represents  over  7,000  research  scientists 
from  the  behavioral,  social,  clinical,  and  biological  sciences,  all  of  whom  are  address- 
ing the  issue  of  aging  across  the  life  span.  The  research  findings  produced  by  our 
members  and  their  colleagues  at  institutions  of  higher  education  across  the  nation, 
contribute  greatly  to  improving  the  quality  of  life  for  America's  aged  and  their  fami- 
lies. 

Senator  Rockefeller,  the  nations'  older  veterans  are  deeply  indebted  to  you  for 
your  untiring  efforts  on  their  behalf.  Your  efforts  are  most  highly  visible  in  the 
arena  of  health  care  in  general  and  long  term  care  in  particular.  The  Gerontological 
Society  believes  that  your  individual  efforts  and  those  of  countless  thousands  of  re- 
searchers and  policy  advocates  at  the  state  and  local  level  are  about  to  become  na- 
tional policy. 

Over  the  next  two  years,  health  care  in  the  United  States  will  undergo  a  revolu- 
tion, a  comparison  to  which  can  only  be  found  in  income  reform  following  the  pas- 
sage of  the  Social  Security  Act.  The  role  of  hospitals,  physicians,  insurance  compa- 
nies, drug  companies,  health  maintenance  organizations,  case  managers,  consumer 
behavior  and  indeed  the  long-term  care  programs  of  the  Veterans'  Administration 
will  be  forever  changed  and  modified. 

While  it  is  too  early  to  determine  the  exact  parameters  of  long  term  care  under 
the  healUi  reform  package  being  so  ablv  worked  upon  by  Mrs.  Clinton  and  her  col- 
leagues, it  is  clearly  not  too  soon  to  look  at  the  veterans  health  care  system  for  ex- 
amples of  best  practices  in  long  term  care.  Practices  which  while  innovative,  are  not 
so  unique  as  to  be  non-replicaole  outside  of  the  VA  network.  Allow  me,  Mr.  Chair- 
man, to  briefly  identify  some  of  these  activities. 

Geriatric  Evaluation  and  Management  Units 

These  units,  touted  as  the  "New  Technology  of  Geriatric  Evaluation  Units"  in  the 
"Annals  of  Internal  Medicine,"  were  pioneered  and  tested  in  the  VA.  Evaluations  of 
their  efticacy  showed: 

.  .  .  improvement  in  the  survival  rate 

.  .  .  reduction  in  nursing  home  admissions 

.  .  .  reduction  in  hospital  admissions 

.  .  .  improvement  in  functional  status 
An  NIH  "consensus  conference"  held  several  years  back  concluded  that  such  units 
were  very  effective.  Indeed,  this  model  is  now  being  used  for  non-veteran  popu- 
lations. 

Teaching  Nursing  Homes 

Evaluations  of  those  teaching  nursing  homes  in  place  across  the  country  identified 
several  outcomes  which  auger  well  for  the  future  utility  of  such  educational  models. 
These  outcomes  include: 

.  .  .  improved  education  in  geriatrics  for  physicians  and  nurses 
.  .  .  for  patients,  an  increase  in  discharge  rates  to  home  and  improved  phys- 
ical functioning 
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.  .  .  improvement  in  the  process  of  care  resulting  in  a  reduction  of  psy- 
chiatric medication 

Hospital-Based  Home  Care  Programs 

Preliminaiy  data  on  the  use  of  hospitals  as  the  base  for  home  care  programs  and 
personnel  indicate  a  reduction  in  the  premature  placement  of  individuals  into  nurs- 
ing home  settings.  Random  trials  conducted  for  and  on  behalf  of  the  VA  have  clearly 
shown  that  nursing  homes  become  a  last  rather  than  first  resort  on  the  part  of  dis- 
charge personnel  wnen  hospital-based  home  care  is  present. 

Geriatric  Specialty  Clinics 

VA  facilities  as  assessment/triage  centers  provide  comprehensive  geriatric  assess- 
ments including  evaluations  for  incontinence  and  falls/gait  problems.  These  assess- 
ment sites  can  clearly  be  expanded  to  include  a  variety  of  aging  related  conditions. 

Mr.  Chairman,  just  these  few  example  indicate  the  broad  range  of  long  term  care 
services  and  programs  which  have  been  used  by  the  VA  system  and  which  hold 
great  promise  for  the  entire  health  care  system.  The  Gerontological  Society  urges 
the  Congress  and  the  Administration  to  build  upon  the  experience  of  the  Veterans' 
Administration  and  in  so  doing,  improve  the  quality  of  life  for  America's  veterans, 
aged  and  their  families. 


PREPARED  STATEMENT  OF  DR.  D.  JOANNE  LYNN,  PROFESSOR  AND  SEN- 
IOR ASSOCIATE,  CENTER  FOR  THE  EVALUATIVE  CLINICAL  SCIENCES, 
AND  ASSOCIATE  DIRECTOR,  CENTER  FOR  THE  AGING,  DARTMOUTH- 
HITCHCOCK  MEDICAL  CENTER 

The  major  success  of  modem  medicine  has  been  the  creation  of  chronic  disease — 
in  lieu  of  premature  death.  We  rarely  cure.  Instead,  at  best,  we  treat  illness  by  sub- 
stituting a  better  chronic  illness  for  the  life-threatening  one  the  patient  had.  Most 
of  us  wiU  live  to  a  ripe  old  age,  most  of  which  will  be  productive  and  comfortable. 
However,  most  of  us  will  eventually  develop  a  serious  disabling  illness.  Half  of 
American  women  wUl  spend  time  in  institutional  long  term  care.  One-third  of  men 
wiU.  Almost  half  of  those  who  live  to  be  85  wUl  require  daily  assistance.  And  the 
population  affected  is  growing  at  an  unprecedented  rate.  We  face  the  prospect  of  tri- 
pling our  nursing  home  beds  within  my  expected  lifetime. 

The  aging  of  our  population  and  the  accumulation  of  chronic  disease  is  a  predict- 
able calamity,  yet  our  response  is  so  extraordinarily  feeble.  What  is  now  presented 
as  reform  is  merely  a  discussion  of  how  to  finance  the  current  array  of  services  in 
the  health  care  system.  However,  that  service  mix  should  not  be  perpetuated  with- 
out radical  change.  It  is  a  health  care  system  that  was  formed  in  the  enthusiasm 
for  surgery  eeirly  in  this  century  and  which  has  been  jierpetuated  by  our  citizens' 
flawed  belief  that  medicine  has  virtually  unlimited  capability  to  restore  health  and 
prevent  death.  It  is  a  system  that  ensures  over-investment  in  physicians  and  hos- 
pitals and  deficient  provision  of  assistance  in  daily  living.  It  is  a  system  that  meas- 
ures success  in  delivery  of  highly  technical  interventions,  not  in  enhanced  quality 
of  life.  It  is  often  easier  to  get  coronary  artery  by-pass  surgery  than  it  is  to  pay  for 
your  "heart  piUs"  or  get  your  teeth  fixed. 

Except  in  the  VA  health  care  system. 

The  VA  has  had  to  care  for  a  defined  and  aging  population  for  many  years.  The 
VA  has  had  to  make  sense  of  how  to  enable  aging  and  disabled  veterans  to  live  well 
despite  chronic  disease,  and  it  has  been  freed  of  many  of  the  constraints  that  oper- 
ate in  the  dominant  health  care  system.  Thus  the  VA  exemplifies  what  mirfit  be 
done  with  more  integrated  systems  of  care,  continuous  across  time,  provided  by  ap- 
propriate caregivers,  and  within  ever-present  cost  constraints.  It  is  an  impressive 
track  record,  really. 

Areas  in  Which  VA  Excels 
•  VA  Research 

A  lar^e  proportion  of  the  research  on  how  to  care  for  the  elderly  and  disabled 
arises  from  the  VA.  Development  of  prosthetics  and  strategies  for  care  for  spinal 
cord  injury,  for  example,  are  almost  entirely  done  by  the  VA.  Most  of  the  innovative 
care  delivery  programs,  including  home  care,  telephone  care,  Geriatric  Evaluation 
and  Management  Units,  and  adult  day  care,  have  received  their  most  informative 
evaluation  in  VA  settings. 
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There  are  many  unanswered  questions  about  the  best  way  to  treat  certain  condi- 
tions. Most  non-VA  settings  have  strong  disincentives  to  do  the  research  needed  to 
find  out  because  providing  the  treatment  is  usually  better  reimbursed  than  not  pro- 
viding it.  Providers  may  not  be  motivated  to  ask  whether  that  course  serves  patients 
well.  However,  the  VA  provides  the  opportunity  to  conduct  those  studies  and  also 
provides  a  structure  to  manage  high  aualitv  multi-center  studies  efliciently.  In  rec- 
ognition of  this  opportunity,  the  VA  nas  developed  good  systems  for  collaborative 
studies  and  ongoing  interest  in  improvement  of  their  researdi  enterprise. 

•  VA  Education 

A  striking  proportion  of  the  manpower  for  the  care  of  the  elderly  has  been  trained 
in  the  VA,  whicn  has  programs  for  training  physicians,  dentists,  nurses,  physician 
assistants,  therapists,  and  others.  For  physicians,  the  beleaguered  discipline  of  geri- 
atrics would  not  exist  if  it  were  not  for  VA  medical  centers.  Forty  percent  of  physi- 
cians specifically  trained  in  geriatrics  were  trained  in  VA  programs.  Comparea  with 
the  dominant  health  care  system,  a  geriatrician  in  the  VA  is  free  to  pursue  optimal 
care  for  the  patient  without  having  to  lose  income  when  he  or  she  decides  to  provide 
supportive  care  and  to  be  loyal  to  a  slowly  failing  patient.  Thus,  the  VA  has  served 
as  a  classroom  in  which  better  models  of  care  can  be  illustrated. 

•  VA  Patients 

The  VA,  quite  simply,  provides  for  the  care  of  a  large  number  of  otherwise  quite 
needy  persons.  Half  of  inpatient  users  have  family  income  below  $10,000,  for  exam- 
ple. 

The  VA  has  been  committed  to  increasing  the  number  and  diversity  of  non-insti- 
tutional extended  care  programs,  aimed  both  at  enabling  independence  and  reducing 
system  costs.  These  programs  include  hospital-based  home  care,  community  residen- 
tial care,  adult  day  neaJth  care,  hospice  and  respite  care.  Most  VA  medical  centers 
now  have  GEMS,  Geriatric  Ev^duation  and  Management  Programs.  These  inpatient 
units  have  been  shown  to  coordinate  and  plan  care  so  well  that  patients  live  longer 
and  with  less  disability  and  less  re-hospitalization  and  institutionalization.  As  effec- 
tive as  they  are,  it  is  very  difficult  to  finance  a  GEM  in  non-VA  settings  because 
the  fee-for-servioe  reimbursement  structure  has  been  so  adverse  to  pajring  for  eval- 
uation and  management  services. 

•  Geriatric  Research,  Education,  and  Clinical  Centers 

The  best  of  long  term  care  comes  together  in  the  GRECCs.  In  these  16  facilities, 
coordinated  efibrts  are  made  in  regard  to  a  focused  area  of  health  care  affecting  the 
elderly,  such  as  nutrition,  diabetes,  dementia,  or  osteoporosis.  GREGG  research  is 
a  balanced  portfolio  of  projects  seeking  to  understand  the  biology  of  disease,  those 
seeking  to  evaluate  treatment,  and  those  seeking  to  assess  health  care  delivery  al- 
ternatives. GRECCs  train  clinicians  and  researchers  and  disseminate  their  findings 
widely  to  an  eager  audience  of  caregivers  within  and  outside  the  VA.  The  GRECC 

Srogram  should  be  expanded  so  that  these  innovations  and  effective  discoveries  are 
eveloped  more  rapidly. 

Limitations  of  the  VA 

The  VA  has  some  limitations. 

•  Despite  being  a  "single-payor"  system,  VA  medical  centers  still  have  sub- 
stantial incentives  to  overbuild  and  to  overuse  hospitals. 

•  The  problem  of  varying  eligibility  of  veterans  for  services,  over  time  and 
across  service  categories,  is  destructive  to  coordinated  and  comprehensive  care. 

•  If  there  is  to  be  more  responsibilitv  of  the  health  care  system  for  the  health 
of  each  community,  often  the  VA  simply  is  not  "at  the  table  because  it  has  con- 
sidered itself  an  isolated  system,  a  view  that  marginalizes  it  within  a  regional 
system  of  care. 

•  VA  long  term  care  is  often  underfunded  relative  to  non-VA  long  term  care. 
VA  facilities  are  likely  to  have  fewer  stafT  and  fewer  amenities.  The  impact  of 
this  disparity  has  not  been  well  studied. 

Future  Directions 

It  would  be  most  unfortunate  if,  having  created  a  relatively  successful  and  inform- 
ative system  of  care,  research,  and  education,  the  VA  were  not  well-utilized.  The  VA 
should  be  encouraged  to  buUd  on  its  successes  in  developing  and  evaluating  innova- 
tive care  delivery,  especially  comprehensive  and  coordinated  long  term  care.  The  VA 
also  should  build  on  its  successes  in  research  and  education,  especially  in  health 
services  research. 
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However,  the  VA  must  also  reassess  its  role  in  local  health  care.  It  represents  the 
nation's  largest  coordinated  health  care  system.  K  there  comes  to  be  a  regional  com- 
mitment to  coordinating  service  capacity  and  to  establishing  longitudinal  respon- 
sibility for  long  term  care,  each  VA  must  become  a  participant  in  its  local  system 
of  care  and  in  the  planning  for  development  of  that  svstem.  As  the  population  shifts 
and  needs  change,  it  must  become  possible  to  develoo  alternative  uses  for  under- 
utilized service  capacity,  including  VA  hospitals.  The  VA  must  be  able  to  participate 
in  cooperative  programs  that  also  serve  non-veterans. 

In  Conclusion 

I  appreciate  this  ojpportunity  to  speak  to  you  about  the  VA  and  long  term  care. 
I  have  worked  in  a  VA  medical  center  and  now  serve  on  the  national  VA  Geriatrics 
and  Gerontology  Advisory  Committee  and  the  VA  National  Center  for  Medical  Eth- 
ics at  White  River  Junction,  Vermont,  VA  Medical  Center.  I  have  devoted  my  profes- 
sional life  to  long  term  care  service,  which  I  have  found  to  require  devotion  of  an 
appropriate  team  of  caregivers  to  patients,  over  time  and  in  multiple  settings.  I 
firmly  believe  that  physician  reliance  upon  episodic  acute  care  must  not  be  allowed 
to  be  the  driving  force  in  shaping  an  effective  care  system  for  those  who  face  chronic 
illness.  Instead,  we  need  to  develop  modes  of  caring  that  prioritize  reliability,  symp- 
tom relief,  food  and  housing,  rehabilitation,  and  self-respect,  all  within  resource  con- 
straints. The  VA  has  been  a  major  participant  in  learning  how  to  do  this  well.  Thev 
should  be  encouraged  to  develojp  in  these  directions  and  to  help  guide  the  health 
care  system  toward  serious  and  mndamental  reform  of  long  term  care. 


PREPARED  STATEMElSfT  OF  DR.  JOHN  A.  TALBOTT,  PROFESSOR  AND 
CHAIRMAN,  DEPARTMENT  OF  PSYCHIATRY,  UNIVERSITY  OF  MARYLAND 
SCHOOL  OF  MEDICINE,  ON  BEHALF  OF  THE  AMERICAN  PSYCHIATRIC 
ASSOCIATION 

Mr.  Chairman  and  Members  of  the  Committee,  I  am  John  A.  Talbott,  M.D.,  Pro- 
fessor and  Chair  of  the  Department  of  Psychiatry,  University  of  Maryland  School 
of  Medicine.  I  am  also  a  Viet  Nam  veteran  and  a  past  president  of  the  American 
Psychiatric  Association.  I  have  written  or  edited  over  120  books  and  papers,  most 
of  them  on  the  subject  of  the  long-term  mentally  iU. 

The  subject  I  have  been  askeato  address  today  is  a  critical  one;  for  your  commit- 
tee, for  the  VA  and  for  the  long-term  mentally  ill;  that  is,  the  optimal  clinical  care, 
research  needs  and  training  of  professionals  to  care  for  those  persons  suffering  from 
episodic  or  continual  diseases  of  the  brain  such  as  schizophrenia,  that  render  them 
unable  to  work,  maintain  normal  family  lives  and  even  conduct  the  affairs  of  every- 
day living  we  take  for  grsmted,  such  as  personal  care,  buying  and  preparing  nutri- 
tious meals  and  social  interaction. 

The  Veterans'  Administration  is  in  a  pivotal  position  to  influence  the  future  direc- 
tion of  care,  research  and  training  regarding  tnis  population,  estimated  to  number 
at  a  maximum — 3.4  million  persons  suffering  from  these  illnesses  and  at  a  mini- 
mum— 1.7  million  who  are  both  ill  and  disabled  for  long  periods.^  The  VA  can  influ- 
ence the  future  direction  of  care,  research  and  training  because  it:  (1)  serves  a  popu- 
lation that  is  older  than  the  American  population,  ana  (2)  cares  for  a  higher  percent- 
age of  persons  suffering  from  chronic  mental  and  medical  diseases  than  other  care 
systems.  In  addition,  its  activities  can  influence  national  health  care  reform  because 
it:  (4)  has  a  national  health  care  system,  (5)  operates  as  a  single  payer  system,  and 
(6)  has  an  array  of  services  for  the  long-term  mentally  ill  including  Viet  Nam  vet- 
eran drop-in  centers,  specialized  programs  for  the  homeless  mentaUy  ill  and  domi- 
ciliary care  facilities.^  ' 

Let  me  start  out  by  defining  and  describing  the  population.  A  noted  sociologist* 
wrote  that  the  chronic  mentally  ill  are  those  persons  wno  might  be  in  long-term  care 
facilities  today,  but  for  the  deinstitutionalization  movement  that  has  reduced  public 
psychiatric  hospital  populations  by  84%  since  1955  (from  560,000  to  94,000).  Those 
suflering  from  chronic  mental  illness  range  in  age  from  children  to  the  aged;  but 
since  their  illnesses  usually  start  in  late  adolescence  and  they  do  not  die  from  the 
disease,  they  live  long  and  disabled  lives.  Very  few  are  able  to  work;  75%  have  no 
or  minimal  family  lives;  and  2/3rds  continue  to  have  symptoms  such  as  halluci- 
nations and  delusions,  long  after  they  are  discharged  from  hospitals.^ 

If  you  think  of  the  chronic  mentally  ill  as  those  elderly  people  who  sat  placidly 
in  asylums  50  ye«u^  ago,  you  are  mistaken.  For  today,  especially  those  who  are  Viet 
Nam  veterans,  they  live  for  the  most  part  "in  the  community"  and  often  on  the 
streets;  they  are  plagued  by  the  same  accessibility  of  drugs  and  alcohol  as  all  Ameri- 
cans; and  they  suffer  not  only  from  mental  illnesses  sudi  as  schizophrenia  and 
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manic-depression,  but  also  post  traumatic  stress  disorder  (PTSD)  and  numerous 
chronic  medical  conditions. 

Let  me  now  attempt  to  answer  the  questions  you  have  directed  to  me  and  make 
speciiic  reconmiendations.  First,  what  is  the  VA  doing  and  not  doin^  to  provide  clini- 
cal care  for  the  chronic  mentally  iU.  The  Veterans  Administration  is  doing  a  lot  but 
not  enough  in  treating  and  rehabilitating  this  population.  On  the  one  hand,  as  men- 
tioned before,  a  spectrum  of  services  has  oeen  instituted,  including: 

•  outreach  and  drop-in  centers 

•  traditional  inpatient  and  outpatient  care 

•  newer  alternatives  to  traditional  care  and  nursing  home  care  such  as  day 
hospitals 

•  domiciliary  care  facilities  for  those  in  need  of  long-term  custodial  care. 

But  not  enough  veterans  are  reached  bv  such  services,  especially  the  younger  Viet 
Nam  vets.  More  needs  to  be  done  to  seek  out,  involve  and  treat  chronically  ill  vets 
in  the  community  and  to  establish  and  evaluate  more  alternatives,  especially  to 
nursing  homes,  such  as  new  tvpes  of  board  and  care  homes,  domiciliary  care  and 
home  care.  The  Institute  of  Medicine,  in  its  study  of  the  long-term  care  needs  of 
Americans,  concluded  that  the  needs  of  the  chronic  mentally  ul  were  almost  iden- 
tical to  those  of  other  long-term  populations,  e.g.,  the  frail  elderly,  and  that  any  na- 
tional health  care  strategy  to  address  long-term  care  should  mclude  the  chronic 
mentally  ill.' 

Second,  VA-supoorted  basic  research  on  crippling  mental  illnesses  has  ground  to 
a  inexplicable  htilt.  Also,  health  services  research,  which  is  designed  to  evaluate 
what  services,  delivered  in  what  manner,  produce  what  outcomes,  at  what  cost — ^has 
never  been  well-supported  in  the  VA.  Restoration  of  the  budget  for  VA  basic  re- 
search and  initiation  of  a  new  initiative  in  health  services  research,  such  as  that 
targeted  to  the  chronically  ill  in  city  mental  health  systems,  funded  by  the  Robert 
Wood  Johnson  Foundation,  must  be  undertaken.^  The  RWJ  Project  has  dem- 
onstrated what  many  of  us  suspected,  that  while  services  exist  to  care  for  the  popu- 
lation, they  are  too  few  and  too  fragmented;  and  that  only  by  a  concerted  "systems 
approach"  to  pulling  services  together  and  providing  housmg  and  case  management 
services  can  tneir  lot  be  improved. 

And  third  ,  while  the  medical  schools  afliliated  with  VA  facilities,  in  some  cases 
train  persons  to  care  for  this  population,  the  current  effort  is  inadequate.  To  bring 
VA  professionals  abreast  of  modem  practice,  there  must  be  a  system-wide  training 
program  of  mental  health  professionals  in  care,  research  and  education  of  other  pro- 
lessionals  about  these  disabling  diseases.  A  model  for  a  national  program  linking 
state  mental  health  systems  with  public  and  private  medical  school  departments  oT 
psychiatry,  funded  by  the  Pew  Foundation,  has  demonstrated  that  after  only  3 
years,  the  number  of  trained  professionals,  research  projects  and  training  activities 
has  increased  dramatically.''  This  project,  which  has  a  national  office  in  Washington, 
has  utilized  over  30  university  and  public  system  experts  to  make  2-3  day  on-site 
on-going  consultations  as  well  as  trained  an  interdisciplinary  faculty  of  15  who  have 
conducted  over  30  national,  regional  and  local  workshops. 

Taken  together,  VA  initiatives  in  clinical  care,  research  and  training  regarding 
the  chronic  mentally  ill  can  influence  the  emerging  public  policy  regarding  the  long- 
term  care  of  this  population.  The  ice  has  been  broken,  foundations  have  taken  the 
lead  in  showing  the  way,  now  the  federal  system  must  adapt  and  institutionalize 
what  is  currently  known  regarding  contemporary  clinical  care,  health  systems  re- 
search and  interdisciplinary  training  to  estaolish  a  model  for  all  health  care  reform. 

I  will  be  happy  to  assist  in  whatever  way  I  can  and  will  be  at  your  staffs  disposal 
for  further  information  or  assistance. 
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STATEMENT  OF  THE  AMERICAN  ASSOCIATION  OF  RETIRED  PERSONS 

With  a  population  whose  beneflciaries  are,  on  average,  23  years  older  than  the 

feneral  population,  the  Veterans'  Administration  (VA)  is  currently  dealing  with  the 
ind  of  oemographic  crisis  on  long-term  care  that  the  nation  will  soon  be  facing.  As 
we  embark  upon  a  comprehensive  effort  to  reform  our  nation's  health  care  system, 
existing  models  and  experiences  should  help  inform  our  decision-making.  The  VA's 
efforts  in  long-term  care  clearly  represent  examples  of  the  types  of  programs  and 
initiatives  we  should  be  evaluating  in  developing  a  national  long-term  care  system. 
States  should  also  be  encouraged  to  consider  these  VA  initiatives  as  possible  models 
for  their  attempts  to  address  meir  residents'  long-term  care  needs. 

Although  the  programs  and  initiatives  described  herein  merit  further  expansion 
and  evaluation,  caution  must  be  exercised  so  that  we  can  also  learn  from  experi- 
ences that  may  not  have  been  so  successful.  Efforts  to  ensure  quality  of  care,  for 
example,  must  remain  a  priority.  While  many  of  the  historical  problems  with  the 
VA  health  system  likely  stem  in  laige  part  from  inadequate  funding,  thorough  eval- 
uations should  help  to  distinguish  between  what  works  and  what  does  not. 

Our  statement  will  briefly  discuss  two  areas  in  which  the  VA  has  developed 
strong  long-term  care  programs:  (1)  home  and  conununity-based  care,  coordination 
and  rehabilitation  and  (2)  research  initiatives. 

Home  and  Community-Based  Care,  Coordination  and  Rehabilitation 

Without  Question,  our  nation's  current  long-term  care  system — built  primarily 
around  the  Medicaid  program — reflects  a  clear  institutional  bias.  Public  programs 
spend  almost  seven  times  more  on  nursing  home  care  than  on  home  ana  commu- 
nity-based care  services.  The  VA  system,  however,  attempts  to  keep  patients  out  of 
institutional  care  settings,  when  possible,  by  making  available  a  broader  range  of 
home  and  community-based  services. 

The  nation's  long-term  care  system  also  suffers  from  serious  fragmentation  and 
lack  of  coordination — not  only  among  the  long-term  care  services  available  from  a 
wide  variety  of  payment  sources,  but  between  the  acute  and  long-term  care  service 
sectors,  as  well.  In  the  VA  system,  however,  a  more  integrated  approach  is  taken 
and  coordination  between  long-term  care  and  acute  care  settings  receives  greater 
emphasis.  For  example,  virtually  all  of  the  VA  long-term  care  programs  include  a 
care  management  component  to  coordinate  an  appropriate  packtige  of  services. 

"Die  VA  has  also  been  a  leader  in  providing  rehabilitation  to  older  veterans  in  an 
effort  to  enable  them  to  return  to  the  community  and  live  independently.  By  provid- 
ing skilled  services  in  a  therapeutic  environment,  patients'  functioning  can  improve 
and  costs  can  be  better  contained  over  the  long  run. 

These  three  principles:  greater  availability  of  home  and  community-based  care; 
improved  integration  and  coordination;  and  greater  emphasis  on  rehabilitation 
should  inform  and  guide  states'  efforts  in  developing  broader  home  and  community- 
based  service  networks  and  should  serve  as  important  foundations  in  our  forthcom- 
ing attempt  to  reform  and  restructure  our  nation's  long-term  care  system. 

Among  the  innovative  VA  long-term  care  services  which  provide  home  and  com- 
munity-based care  and  encourage  rehabilitation  through  integrated  approaches  are 
adult  day  care,  hospital-based  nome  care  and  domiciUary  care.  The  following  de- 
scribes some  of  the  salient  features  of  these  programs. 

Adult  Day  Health  Care— The  VA  offers  congregate  adult  day  health  care 
(ADHC)  services  to  frail  elderly  veterans  with  an  emphasis  on  helping  participants 
and  their  caregivers  develop  the  skills  and  knowledge  needed  to  manage  care  re- 
quirements in  the  home.  Such  programs  can  provide  invaluable  education  and  as- 
sistance to  informal  caregivers,  improve  participants'  Quality  of  life  and  functional 
capacity,  and  reduce  or  delay  Uie  need  for  institutionalization.  The  VA  ADHC  pro- 
gram provides  a  wide  variety  of  flexible  services  to  meet  individual  care  needs 
ttirougn  an  interdisciplinsuy  team  effort.  For  example,  home  visits  are  permitted 
and  may  be  critical  to  improving  the  patient's  living  environment  and  accurately  as- 
sessing now  to  best  supplement  their  informal  caregiving  network. 

Hospital-Based  Home  Care— The  VA  hospital-based  home  care  (HBHC)  pro- 
gram has  also  made  great  strides  in  reducing  the  need  for  institutionalization 
among  veterans  of  all  ages.  Hospitals  are  responsible  for  providing  primary  health 
care  services  to  homebound  and  often  bedridden  patients  residing  in  tne  community, 
for  whom  return  to  an  outpatient  clinic  on  a  recurring  basis  is  not  feasible.  One  as- 
pect of  the  HBHC  pro-am — support  for  caregivers — ^helps  individuals  to  function  as 
independently  as  possible  following  an  institutional  stay.  An  interdisciplinaiy  team 
effort,  which  includes  a  prominent  role  for  physicians,  is  critical.  Services  include 
medical  care,  nursing  care,  nutritional  counseling,  social  work  services  and  rehabili- 
tation therapies.  The  program  promotes  better  integration  between  acute  and  long- 
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term  care  settings,  helps  to  enhance  transitions  to  other  long-term  care  options,  and 
provides  for  early  detection  of  treatable  secondary  conditions. 

Domiciliary  Care — The  VA  domiciliary  care  program  is  the  oldest  VA  health  care 
program  in  existence,  with  36  sites  currently  in  operation,  containing  approximately 
8,000  beds  and  sendng  more  than  19,000  patients  per  year  in  the  homelike  environ- 
ment of  the  domiciliary.  The  program  provides  short-term  rehabilitation  and  long- 
term  health  maintenance  for  a  wide  variety  of  ambulatory  clients  of  all  ages  who 
do  not  require  the  level  of  care  provided  in  nursing  homes,  including  AIDS  victims 
and  the  chronically  mentally  ill.  The  average  length  of  stay  is  only  1^  days.  Special 
programs  for  homeless  veterans  have  also  been  growing  recently.  While  services  are 
provided  in  an  environment  similar  to  a  congregate  care  setting,  the  domiciliary 
care  program  particularly  emphasizes  rehabilitation  and  its  primary  goal  is  to  re- 
turn patients  to  independent  living — a  goal  that  must  take  on  greater  significance 
under  a  national  program. 

Research  Initiatives 

As  our  nation  ages  and  new  medical  procedures  continue  to  emerge,  the  incidence 
of  chronic  illness  is  likely  to  grow  at  an  unprecedented  rate.  As  Dr.  Joanne  Lynn 
pointed  out  in  her  testimony  before  the  Committee,  illnesses  among  the  elderly  are 
rarely  cured,  rather,  chronic  disease  often  substitutes  for  premature  death.  Unfortu- 
nately, little  has  been  done  to  respond  to  these  trends  through  research  that  could 
shed  light  on  how  to  prevent  or  treat  chronic  illness  or  how  to  improve  the  quality 
of  life  of  its  victims. 

Research  in  the  area  of  long-term  care,  particularly  on  outcomes  and  cost  effec- 
tiveness, is  critical  to  developing  programs  that  work.  The  VA  has  been  a  leader  in 
conducting  research  on  geriatric  care  and  rehabilitation.  For  example,  developments 
in  the  areas  of  prosthetics  and  care  for  spinal  cord  injuries  have  come  lai^ely  from 
work  done  by  the  VA.  If  we  are  to  successfiilly  face  the  certain  growth  in  the  inci- 
dence of  chronic  Ulness  among  our  nation's  citizens,  our  research  agenda  should  be 
both  more  extensive  and  more  directed  within  and  outside  of  VA  settings. 

A  limitation  of  the  VA's  extensive  experience,  however,  is  that  the  vast  majority 
of  patient's  served  have  been  men,  while  most  recipients  of  long-term  care  services 
in  the  general  population  are  women.  This  must  a  consideration  as  we  evaluate  the 
programs  and  research  conducted  by  the  VA,  and  as  we  draw  from  the  VA's  efforts 
in  developing  models  for  meeting  the  long-term  care  needs  of  our  nation. 

The  following  are  some  of  the  creative,  research-oriented  VA  programs  in  long- 
term  care.  While  such  initiatives  deserve  broader  application,  the  research  topics 
themselves  also  need  to  be  thoroughly  evaluated  regarding  their  cost  effectiveness 
and  impact  on  outcomes.  This  would  permit  expansion  ana  avoid  duplication  in  the 
most  deserving  areas,  maximizing  efficiency  ana  effectiveness. 

Geriatric  Research,  Educational  and  Cunical  Centers— The  VA  sponsors  16 
Geriatric  Research,  Educational  and  Clinical  Centers  (GRECCs)  which  coordinate 
research  efforts  on  a  variety  of  diseases  affecting  the  elderly,  while  evaluating  ap- 
propriate treatment  and  delivery  alternatives.  The  centers  have  attempted  to  adopt 
an  integrated  management  approach  for  developing  cost  effective  treatments  of 
chronic  and  acute  medical  problems  and  for  avoimng  fragmentation  and/or  duplica- 
tion. These  coordination  efforts  and  the  research  strategies  which  have  been  devel- 
oped in  them  should  be  evaluated  and  consideration  given  to  expanding  them  to 
non-VA  settings. 

Geriatric  Evaluation  and  Management  Programs— The  VA's  Geriatric  Eval- 
uation and  Management  Programs  (GEMs)  began  in  the  late  197 O's  when  some  of 
the  GRECCs  established  GEMs  as  part  of  their  clinical  demonstration  activities. 
The  133  current  programs  can  serve  as  models  for  the  development  of  state  and  na- 
tional care  management  and  discharge  planning  systems.  In  the  GEM  program,  a 
team  approach  to  patient  assessment  is  followed  oy  an  interdisciplinary  plan  of  care, 
including  rehabilitation,  health  promotion,  treatment  and  social  service  interven- 
tions. An  evaluation  of  the  demonstration  activities  found  that,  in  comparison  to  a 
control  group,  patients  in  the  GEM  had  a  significantly  lower  mortality  rate  and  dis- 
charge rate  to  nursing  homes.  Without  question,  such  planning  and  evaluation  func- 
tions will  be  impwrtant  to  the  effectiveness  and  success  of  a  long-term  care  program 
for  all  Americans. 

GET  SMART— An  innovative  VA  program  initiated  in  1991,  the  Geriatric  Evalua- 
tion Team  for  Substance  Misuse/Abuse  Recognition  and  Treatment  (GET  SMART), 
has  focused  long  overdue  attention  on  the  substance  abuse  problems  unique  to  older 
Americans.  This  is  particularly  welcome  since  there  currently  is  a  serious  scarcity 
of  resources  for  treatment  of  older  alcoholics  in  our  nation's  current  health  care  sys- 
tem. In  general,  greater  attention  should  focus  on  several  areas,  including  further 
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research  of  alcohol  induced  dementia  and  medication  misuse  among  the  elderly.  The 
GET  SMART  program  is  a  small  but  important  foundation  for  eflorts  to  show  how 
appropriate  intervention  can  make  a  difference  in  individual  prognosis  and  for  medi- 
cal practice,  in  general. 

Family  Study  of  Alzheimer's  Disease— Another  important  creative  VA  effort  is 
the  Family  Study  of  Alzheimer's  Disease,  a  longitudinal  study  which  is  attempting 
to  identiiy  and  predict  indicators  of  the  disease  among  relatives  of  those  who  have 
been  stricken  with  Alzheimer's.  Such  research  is  critical  in  the  Herculean  effort  to 
diagnose,  treat  and  prevent  this  widespread,  debilitating  disease. 

In  conclusion,  the  programs  identified  here  are  but  a  few  examples  of  the  impor- 
tant initiatives  that  nave  implications  for  both  state  and  federal  policy-making,  as 
well  as  for  medical  schools  and  other  related  institutions  of  higher  learning.  Impor- 
tant lessons  can  be  learned  from  the  overriding  view,  reflected  throu^out  VA  long- 
term  care  programs,  that  institutional  long-term  care  should  be  seen  as  a  less  desir- 
able alternative  to  home  and  community-based  options  and  that  coordination  of 
services  and  rehabilitation  are  critical  to  successful  outcomes. 

In  designing  national  and  state  long-term  care  programs,  a  close  look  should  be 
taken  at  the  accomplishments  achieved  in  the  VA,  particularly  in  the  areas  of 
health  services  research  and  innovative,  integrated  care  delivery.  Additional  re- 
search on  chronic  illnesses  must  take  place.  More  thorough  evaluations  of  the  VA 
programs,  however,  should  also  be  conducted  regarding  costs  and  effectiveness.  Such 
efforts  will  help  enable  us  to  meet  the  needs  of  our  growing  elderly  population  in 
a  manner  that  ooth  promotes  high  quality  and  contains  costs. 


STATEMENT  OF  THE  NATIONAL  ASSOCIATION  OF  STATE  VETERANS 
HOMES 

State  Veterans  Home  Program 

After  the  Civil  War  the  Federal  government  first  took  an  initiative  to  insure  everyr 
soldier  a  place  of  refuge  when  old  age  or  disability  reduced  him  to  a  state  of  depend- 
ency. The  ffovemment  assumed  this  responsibility  in  response  to  the  soldier's  loyal 
service  to  tne  nation  in  time  of  need. 

The  states  also  provided  asylums  for  needy  veterans.  In  the  1860's,  homes  were 
established  as  temporary  shelters  for  disabled  veterans  who  needed  a  place  to  sleep 
and  something  to  eat.^  Other  state  institutions  for  disabled  soldiers,  however,  were 
of  a  more  permanent  nature.  In  May  of  1862,  for  example,  a  committee  of  Boston 
citizens  founded  a  home  in  the  suburb  of  Chelsea  for  (40)  discharged  soldiers.  In 
March  of  1865,  a  Bill  was  passed  in  New  Jersey  establishing  a  Soldiers'  Home,  and, 
for  the  year  ending  November  1865,  the  home  had  cared  for  (94)  veterans.^ 

In  1888,  Congress  established  the  first  grant  program  in  American  history.  Legis- 
lation appropriated  federal  funds  to  state  nomes  ($100  per  vear,  per  resident)  to  as- 
sist the  states  with  the  cost  of  providing  veterans  care  and  treatment.  This  legisla- 
tion created  a  renewed  interest  by  the  states  in  veterans'  care.  By  1894,  23  states 
were  operating  these  facilities  known  as  State  Veterans  Homes.* 

The  establishment  of  a  system  of  state  homes  for  aged  and  disabled  veterans  was 
important,  not  only  because  it  marked  the  first  concerted  effort  on  the  part  of  the 
Federal  and  State  governments  to  provide  shelter  for  the  needy  aged,  but  also  be- 
cause it  created  a  precedent  for  care  of  the  elderly.  However,  it  would  be  well  into 
the  twentieth  century  before  Americans  a^ain  supported  the  idea  that  all  people  de- 
serve to  be  decently  housed  and  cared  for  in  their  old  age. 

Today  the  State  Veterans  Home  Program  has  developed  into  71  long-term  health 
care  facilities  located  in  41  states  providing  care  and  treatment  for  more  than 
14,000  disabled  veterans  on  a  daily  basis.  During  FY92,  State  Veterans  Homes  pro- 
vided more  than  5.19  million  days  of  care  (domiciliary  1,279,516;  nursing  home 
3,767,818;  hospital  145,382)." 

TTie  services  provided  within  the  State  Veterans  Homes  encompass  hospital,  nurs- 
ing home  care  and  domiciliary  care.  A  full  range  of  services  are  provided  in  State 
Veterans  Homes:  Medicine,  Nursing,  Rehabilitation,  Lab/X-Ray,  Pharmacy,  Psychol- 
ogy, etc.,  and  other  services  as  required  to  meet  the  health  care  needs  of  the  Veter- 
ans. 

The  homes  are  the  most  cost-effective  alternative  for  providing  long-term  care  for 
veterans  when  compared  to  such  programs  within  the  Department  of  Veterans  Af- 
fairs. (Note  attachment.) 

The  care  furnished  by  state  veteran  facilities  is  typically  for  severely  disabled  or 
impaired  veterans  who  demonstrate  a  need  for  nursing  care  over  a  protracted  period 
of  time.  This  places  the  state  homes  in  the  unique  position  of  caring  for  more  debili- 
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tated  patients  who  require  complex  care  and  are  labor  intensive  and  providing  that 
care  at  a  lower  cost.  Also,  State  Veterans  Homes  on  their  own  initiative  have  taken 
innovative  steps  to  provide  outpatient  services,  day  care  programs,  and  contract 
services  designed  to  meet  a  broad  range  of  clients*  needs  in  a  cost-eflicient  manner. 

Our  nation  is  faced  with  the  largest  aging  veteran  population  in  its  history.  I  be- 
lieve the  State  Home  Program  needs  to,  and  will,  expand  its  role  as  an  extremely 
vital  asset  to  the  Department  of  Veterans  Affairs  and  to  the  nation  to  meet  this 
awesome  challenge. 

There  are  presently  nine  new  homes  in  the  process  of  construction  or  awaiting 
recognition  by  the  Department  of  Veterans  Affairs:  Walsenberg,  CO;  Fort  Bayard, 
NM;  St.  Louis,  MO;  Luveme,  NM;  Scranton,  PA;  Daytona  Beach,  FL;  St.  Albans, 
NY;  Lewiston,  DD;  and  Anna,  IL.  There  are  15  additional  Veterans  Homes  being 
planned  in  states  who  already  have  one  or  more  homes  presently  operating:  Mon- 
tana, Alabama  (2),  Florida,  Pennsylvania,  Louisiana,  Maine  (2),  California,  New 
York,  Tennessee,  Mississippi  (3),  and  Missouri.  Three  new  states  (Oregon,  Arizona 
and  North  Carolina)  and  Puerto  Rico  are  planning  for  their  first  State  Veterans 
Home.* 

We  know  our  involvement  is  extremely  important  with  the  increasing  demands 
being  made  upon  our  Federal  government  for  funds  to  take  care  of  our  veterans. 
Particularly,  the  increasing  number  of  elderly  veterans  who  are  reaching  that  time 
in  their  life  when  the  long-term  health  care  delivery  system  will  be  stretched  beyond 
capacity  to  meet  this  demand. 

What  we  need  is  recognition  of  our  successful  efforts  to  design  and  deliver  the 
best  "^ang  for  the  Buck"  in  the  provision  of  long-term  and  restorative  care.  With 
your  support  and  continued  commitment  of  resources  we  will  not  fail  to  meet  our 
moral  and  human  obligation  to  the  veterans  who  have  never  failed  us. 
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WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE 
AMERICAN  PSYCHIATRIC  ASSOCIATION  AND  THE  RESPONSES 

Question  1.  Witnesses  at  previous  hearings  have  told  the  Committee  that  many 
veterans  will  cease  to  use  the  VA  health  care  system  if  national  health  reform  is 
enacted.  Do  you  believe  that  would  be  true  with  respect  to  veterans  who  have  chron- 
ic mental  illnesses? 

Answer.  I  think  this  is  impossible  to  assess,  since  we  do  not  yet  know  whether 
the  reform  will  have  ample  benefits  for  the  chronic  mentally  ill;  what  the  role  of 
the  state  mental  health  systems  will  be;  and  whether  some  forms  of  sinele-payer 
systems  will  survive  the  seeming  premature  closure  toward  managed  care/competi- 
tion. 

Question  2.  How  would  you  rate  VA's  efforts  to  exchange  information  and  other- 
wise interact  with  the  National  Institute  of  Mental  Health,  the  Substance  Abuse 
and  Mental  Health  Services  Administration  and  other  federal  agencies  responsible 
for  meeting  the  health  care  needs  of  Americans  who  have  chronic  mental  illnesses? 

Answer.  Pretty  good. 

Question  3.  Wiat  can  VA  do  to  improve  access  to  long-term  mental  health  services 
for  veterans  and  other  Americans  wno  live  in  isolated  rural  areas?  Provide  specific 
examples,  if  possible. 

Answer.  The  VA  can  provide  more  satellite  clinics  (such  as  exist  on  the  Eastern 
Shore  of  Maryland);  more  access  to  good  community  support  programs  run  by  others 
outside  the  VA  (such  as  the  PACT  Model  in  Madison,  Wisconsin);  and  more  physi- 
cians and  nurse-practitioners  riding  the  circuit. 

Question  4.  In  her  testimony,  Dr.  D.  Joanne  Lynn  suggested  that  managers  of 
many  VA  health  care  facilities  do  not  interact  well  with  other  health  care  providers 
in  the  communities  in  which  they  are  located,  because  they  view  VA  as  an  isolated 
system. 

A.  Please  indicate  whether  or  not  you  agree  with  Dr.  Lynn  and  explain  your 
answer,  citing  specific  examples,  if  possible. 

B.  Do  you  think  local  VA  managers'  relationships  with  community  providers 
would  change  if  VA  were  allowed  to  compete  directly  with  them  for  veterans 
patients? 

Answer.  I  agree  with  Dr.  Lynn.  I  think  it  is  important  for  the  VA  to  be  part  of 
the  total  health  care  system  in  an  area  and  througn  systems  of  care  such  as  we  are 
experimenting  with  the  Baltimore  and  other  Robert  Wood  Johnson  Foundation 
Model  Cities,  we  are  attempting  to  do  this. 

Question  5.  One  of  the  VA  employees  who  testified  at  the  hearing  is  involved  with 
a  joint  venture  between  a  VA  medical  center  and  a  community  provider  that  will 
provide  residential  care  to  both  veteran  and  nonveteran  victims  of  Alzheimer's  dis- 
ease. VA  provided  land  and  utility  hookups.  A  nonprofit  organi2ation  is  building  the 
facility  and  will  operate  it  once  construction  is  completed. 

A.  Are  VA  officials  responsible  for  long-term  psychiatric  care  doing  enough  to 
promote  similar  cooperative  ventures  between  VA  facilities  and  non-VA  provid- 
ers in  other  communities? 

B.  If  not,  do  you  have  any  specific  suggestions  as  to  how  VA's  eflbrts  to  pro- 
mote VA/community  ventures  could  be  improved? 

Answer.  No.  I  do  not  think  there  is  as  much  cooperative  activity  and  access  to 
good  community  programs  run  by  others  on  the  part  of  the  VA  as  should  exist. 

Question  6.  Some  nave  charged  that  psychiatry  does  not  pay  sufficient  attention 
to  the  unique  needs  the  chronically  mentally  ill  elderly. 

A.  Is  that  a  fair  assessment? 

B.  How  do  VA's  eflbrts  to  meet  the  needs  of  elderly  veterans  who  have  chronic 
mental  illnesses  compare  to  those  of  non-VA  providers? 

C.  Do  you  have  any  specific  suggestions  for  improving  the  quality  of  care  VA 
furnishes  to  these  veterans? 

Answer.  I'm  not  sure  that's  true.  The  increasing  emphasis  on  gero-psychiatry  as 
a  specialty  with  good  research,  training  and  service  has  meant  better  care,  access 
to  care,  recognition  of  special  issues,  etc.  I  do  not  think  throwing  all  the  elderly 
mentally  ill  into  nursing  homes,  where  they  have  no  Masters-prepared  nurses  or 
psycho-social  treatment  and  only  receive  drugs  prescribed  by  non-geriatric  non-psy- 
chiatrists is  a  scandal. 

Question  7.  Although  budget  constraints  are  the  major  reason  why  VA  has  failed 
to  lund  many  meritorious  mental  health  research  projects  over  the  past  few  years, 
some  claim  that  VA  historically  has  not  placed  sumcient  priority  on  mental  health 
research. 

A.  Do  you  share  that  view? 
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B.  Would  VA  mental  health  research  benefit  from  a  VA-wide  program  com- 
parable to  VA's  Geriatric  Research,  Education,  and  Clinical  Centers  Program? 
Answer.  I  agree  wholeheartedly.  For  instance,  in  mv  department  at  the  University 
of  Maryland,  despite  15  million  dollars  in  grants  and  contracts,  developed  through- 
out the  hospitals  and  clinics  we  have  responsibility  for — there  is  no  infrastructure 
research  support  and  no  mental  health  research  grant  support  at  the  BaltinH)re  VA. 
The  VA  would  benefit  inmiensely  from  a  GRECC-like  initiative  in  mental  health  re- 
search, especially  if  it  focuses  on  basic,  clinical  and  health  services  research,  as  I 
indicated  in  my  testimony. 


WRITTEN  QUESTION  FROM  CHAIRMAN  ROCKEFELLER  TO  SANDRA  FRESH 
AND  THE  RESPONSE 

I  would  like  to  extend  my  thanks  to  you  for  the  opportunity  to  testify  before  the 
Senate  Committee  on  Veterans'  Affairs.  It  was  a  pleasure  to  be  part  of  a  panel  of 
such  distinguished  colleagues  and  to  express  our  enthusiasm  and  concerns  regard- 
ing long-term  care  programs  within  the  VA.  We  have  much  to  share  about  the  ad- 
vantages of  a  system  which  offers  a  spectrum  of  long-term  care  services.  It  was  rein- 
forcing to  hear  my  fellow  providers  echo  the  need  Tor  a  continuum  of  serviceSj  the 
importance  of  training  health  professionals  in  non-institutional  based  care,  ana  the 
ways  in  which  research  helps  us  refine  what  we  provide  in  clinical  services. 

Senator  Graham  raised  tne  question  of  the  advantages/disadvantages  of  contract- 
ing for  community  services  versus  providing  services  directly  within  tne  VA  Medical 
Centers.  I  don't  believe  we  discussed  this  specifically  for  Adult  Day  Health  Care. 
The  VA  offers  both  options  and  in  my  opinion  both  have  advantages  and  disadvan- 
tages. Contract  ADHC  has  the  advantage  of  taking  little  start-up  time  and  being 
within  access  of  the  Veteran  especially  if  he  or  she  fives  in  suburban  or  rural  areas. 
Many  community  programs  specialize  in  a  specific  population  such  as  adult  day  care 
centers  for  participants  with  dementia.  Since  the  staffing  resources  can  vary  consid- 
erably depending  on  the  extent  of  health  or  functional  needs,  community  programs 
can  be  more  cost  efficient  for  the  patient  with  mild  to  moderate  dementias  but  few 
other  intervening  variables.  Contract  programs  can  be  used  for  a  smaller  number 
of  selected  Veterans  makine  them  a  good  option  for  VA  Medical  Centers  with  fewer 
Veterans  who  have  the  need  for  ADHC  services. 

VA-Adult  Day  Health  Care  programs  are  generally  staffed  with  health  care  pro- 
viders who  can  access  diagnostics  and  provide  primary  health  care  thus  obviating 
the  need  for  general  medical  clinic  follow-up  and  decreasing  the  frequency  of  spe- 
cialty clinic  visits.  A  principle  asset  of  VA-ADHC  programs  versus  contracted  serv- 
ices is  the  ability  to  manage  the  care  of  the  Veteran  with  multiple  complex  inter- 
active biopsychosocial  problems.  This  care  management  decreases  the  over  or  under 
utilization  of  system  services.  VA-sponsored  programs  are  better  able  to  provide  case 
finding  for  appropriate  Veterans  within  the  acute  care  services. 

Local  VA  Medical  Centers  are  faced  with  the  decision  of  contracting  for  ADHC 
in  the  community  or  sfmnsoring  their  own.  Their  decision  will  be  based  on  the  num- 
ber of  Veterans  who  require  the  service,  the  type  of  ADHC  services  the  patients 
need  to  delay  or  obviate  the  need  for  institution-based  care,  and  the  availability  of 
community  ADHC  services  which  can  meet  the  needs.  No  one  answer  can  meet  the 
needs  of  each  locale. 

If  there  are  other  questions  which  arise  or  other  ways  in  which  I  can  be  of  help 
please  feel  free  to  contact  me. 

WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  THE 
GERONTOLOGICAL  SOCIETY  OF  AMERICA  AND  THE  RESPONSES 

Question  1.  Witnesses  at  previous  hearings  have  told  the  Committee  that  many 
veterans  will  cease  to  use  the  VA  health  care  system  if  national  health  reform  is 
enacted.  Do  you  believe  that  would  be  true  with  respect  to  VA's  geriatric  and  long- 
term  care  services? 

Answer.  The  short  answer  is  no!  First  of  all,  a  comprehensive  long  term  care  sys- 
tem under  health  care  reform  will  not  be  totally  in  place  for  at  least  five  years.  Sec- 
ondly, the  VA  long-term  care  system  is  so  well  thought  of  by  veterans  and  their  fam- 
ilies, that  abandonment  in  the  short  or  intermediate  run  will  not  take  place. 

Question  2.  How  would  you  rate  VA's  efforts  to  exchange  information  and  other- 
wise interact  with  the  National  Institute  of  Aging  and  other  federal  agencies  respon- 
sible for  meeting  the  health  care  needs  of  elderly  Americans? 

Answer.  While  I  believe  that  communication  between  the  VA  and  other  age-relat- 
ed federal  agencies  has  improved,  there  remains  a  major  time  and  comprehensive- 
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ness  gap  which  must  be  overcome.  This  must  be  done  carefully,  so  as  not  to  alienate 
the  veterans  from  the  aged  from  the  disabled. 

Question  3.  What  ctm  VA  do  to  improve  access  to  geriatric  and  long-term  care 
services  for  veterans  and  other  Americans  who  live  in  isolated  rural  areas?  Provide 
specific  examples,  if  possible. 

Answer.  The  issue  of  rural  health  care  continues  to  be  a  complex,  costly  and  trou- 
blesome problem.  It  requires  very  close  cooperation  between  those  few  providers  who 
are  present  on  the  ground  in  rural  America:  including;  the  Grange,  the  Extension 
Service,  Means  on  Wheels,  Public  Health  Hospitals,  Red  Cross,  etc.  Specific  con- 
tracts around  transportation,  nutrition  and  care  (case)  management  will  have  to  be 
put  in  place. Question  4.  In  her  testimony.  Dr.  D.  Joanne  Lynn  suggested  that  man- 
agers of  many  VA  health  care  facilities  do  not  interact  well  with  other  health  care 
providers  in  the  conununities  in  which  they  are  located,  because  they  view  VA  as 
an  isolated  system. 

A.  Please  indicate  whether  or  not  you  agree  with  Dr.  Lynn  and  explain  your 
answer,  citing  specific  examples,  if  possible. 

B.  Do  you  think  local  VA  managers'  relationships  with  community  providers 
would  change  if  VA  were  allowed  to  compete  directly  with  them  for  veteran  pa- 
tients? 

Answer  4A.  This  is  a  two-way  perception  problem.  The  non-veteran  health  care 
providers  don't  understand  the  VA  system  and  have  not  the  vaguest  idea  as  to  how 
it  can  be  accessed.  The  VA  providers  too  often  look  upon  community  long  term  care 
facilities  as  inferior  (often  with  good  cause)  and  thus  have  little  interaction. 

Answer  4B.  No!  I  think  the  use  of  the  competitive  model  between  VA  facilities  and 
community  facilities  will  only  exacerbate  the  view  by  each  that  the  other  is  either 
unapproachable  or  inferior. 

Question  5.  One  of  the  VA  employees  who  testified  at  the  hearing  is  involved  with 
a  joint  venture  between  a  VA  medical  center  and  a  community  provider  that  will 
provide  residential  care  to  both  veteran  and  nonveteran  victims  of  Alzheimer's  dis- 
ease. VA  provided  land  and  utility  hookups.  A  nonprofit  organization  is  building  the 
facility  and  will  operate  it  once  construction  is  completed. 

A.  Are  VA  officials  responsible  for  geriatrics  and  long-term  care  doing  enough 
to  promote  similar  cooperative  ventures  between  VA  facilities  and  non-VA  pro- 
viders in  other  communities? 

B.  If  not,  do  you  have  any  specific  suggestions  as  to  how  VA's  efforts  to  pro- 
mote VA/community  ventures  could  be  improved? 

Answer.  While  I  have  no  concrete  data,  I  suspect  that  examples  of  these  joint  ven- 
tures are  few  and  isolated.  We  need  to  provide  clear  and  usable  documentation  of 
successful  ventures,  so  that  others  may  duplicate  their  efforts. 

Question  6.  Witnesses  on  the  VA  panel  emphasized  that  families  find  it  very  dif- 
ficult to  care  for  infirm  elderly  persons  in  their  homes  without  support  services  such 
as  counseling  and  respite  care. 

A.  Are  VA's  caregiver  support  services  sufficient  to  meet  the  needs  of  veterans 
and  their  families? 

B.  How  do  VA's  caregiver  support  services  compare  to  those  offered  by  other 
providers? 

Answer.  While  I  cannot  answer  this  question  from  a  base  of  hard  data,  I  do  know 
that  the  VA  caregiver  support  system,  when  working  properly,  is  viewed  by  families 
as  excellent!  Whether  this  varies  by  program  and  location  I  cannot  answer. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  DR.  JOANNE 
LYNN  AND  THE  RESPONSES 

Question  1.  Witnesses  at  previous  hearings  have  told  the  Committee  that  many 
veterans  will  cease  to  use  the  VA  health  care  system  if  national  health  reform  is 
enacted.  Do  you  believe  that  would  be  true  with  respect  to  VA's  geriatric  and  long- 
term  care  services? 

Answer.  Current  users  of  VA  services  seem  generally  satisfied  and  would  probably 
continue  to  use  a  largely  unchanged  VA  system  unless  benefits  under  a  national 
system  were  substantially  better  paid  or  integrated.  However,  future  users  mi^t 
never  establish  a  habit  of  using  the  VA  if  they  never  needed  to  do  so  in  order  to 
avoid  substantial  bills.  Thus,  I  believe  that  an  unprotected  VA  system  would  lose 
clients  substantially  over  a  decade  or  more. 

Question  2.  How  would  you  rate  VA's  eflbrts  to  exchange  information  and  other- 
wise interact  with  the  National  Institute  of  Aging  and  other  federal  agencies  respon- 
sible for  meeting  the  health  care  needs  of  elderly  Americans? 
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Answer.  I  do  not  have  much  information  directly  on  this  point.  My  impression  is 
that  the  VA  is  more  likely  to  be  willing  than  are  NIA  or  HCFA,  but  I  really  do  not 
have  enough  experience  of  this  issue  in  order  to  be  confident  of  a  response. 

Question  3.  What  can  VA  do  to  improve  access  to  geriatric  ana  long-term  care 
services  for  veterans  and  other  Americans  who  live  in  isolated  rural  areas?  Provide 
speciilc  examples,  if  possible. 

Answer.  The  sorts  of  outreach  that  are  obvious  at  White  River  Junction  VT  seem 
exemplary.  That  facility  aggressively  manages  patients  by  teleohone  and  coordi- 
nates care  in  non-VA  facilities  when  necessary.  They  run  a  widely  dispersed  home 
care  program  smd  an  extensive  volunteer  transportation  system.  They  have  been 
working  with  the  state  authorities  in  the  reform  of  the  health  care  system.  VA  medi- 
cal centers  also  provide  outreach  clinics,  use  physician  assistants  and  nurse  practi- 
tioners extensively,  and  provide  continuing  education  for  practitioners  in  these  set- 
tings. 

Question  4.  In  your  testimony,  vou  suggested  that  managers  of  many  VA  health 
care  facilities  do  not  interact  well  with  oQier  health  care  providers  in  the  commu- 
nities in  which  they  are  located,  because  they  view  VA  as  an  isolated  system. 

A.  Please  elaborate  on  your  statement  and  provide  specific  examples,  if  pos- 
sible. 

B.  Do  you  think  local  VA  managers'  relationships  with  community  providers 
would  change  if  VA  were  allowed  to  compete  directly  with  them  for  veteran  pa- 
tients? 

Answer.  The  VA  has  been  encouraged  to  act  as  if  it  were  the  sole  provider  for  its 
population  and  joint  activities  with  local  providers  were  commonly  seen  as  dan- 
gerous to  the  clarity  of  the  VA  mission.  This  means  that  VA  administrative  person- 
nel have  little  tradition  of  being  involved  in  Certificate  of  Need  issues,  otner  re- 
gional planning,  local  court  cases,  local  professional  groups,  etc.  Thus,  the  inter- 
change necessaw  just  to  form  a  shared  vision  of  priorities  is  oflen  deficient.  In  addi- 
tion, since  the  VA  centers  were  not  subject  to  the  same  pressures  and  contingencies, 
but  to  a  very  different  set,  the  systems  that  were  developed  were  commonly  parallel 
and  bore  little  relation  to  aggregate  need.  The  sudden  and  disruptive  changes  in  the 
service  eligibility  requirements  also  have  made  community  providers  suspicious  of 
the  VA  centers,  which  might  suddenly  cease  to  provide  care  for  patients  who  had 
long  been  clients  of  the  VA,  leaving  them  to  the  community.  I  do  not  think  that  in- 
creased overt  competition  for  veterans  will  solve  this.  However,  encouragement  to 
collaborate  and  cooperate  might  be  very  useful. 

Question  5.  One  of  the  VA  employees  who  testified  at  the  hearing  is  involved  with 
a  joint  venture  between  a  VA  facility  and  a  community  provider  that  will  provide 
residential  care  to  both  vetertm  and  nonveteran  victims  of  Alzheimer's  disease.  VA 
provided  land  and  utility  hookups.  A  nonprofit  organization  is  building  the  facility 
and  will  operate  it  once  construction  is  completed. 

A.  Are  VA  officials  responsible  for  geriatrics  and  long-term  care  doing  enough 
to  promote  similar  cooperative  ventures  between  VA  facilities  and  non-VA  pro- 
viders in  other  communities? 

B.  If  not,  do  you  have  any  specific  suggestions  as  to  how  VA's  efforts  to  pro- 
mote VA/community  ventures  could  be  improved? 

Answer.  I  am  not  sure,  but  I  would  guess  that  most  local  VA  administrators  would 
think  that  this  sort  of  endeavor  is  contrary  to  VA  policy  and  would  not  entertain 
the  idea.  A  clear  mandate  for  local  administrators  to  seek  these  creative  collabora- 
tions and  for  them  also  to  seek  to  use  underutilized  facilities  for  non-veterans  would 
be  helpful. 

Question  6.  Witnesses  on  the  VA  panel  emphasized  that  families  find  it  very  dif- 
ficult to  care  for  infirm  elderly  persons  in  their  homes  without  support  services  such 
as  counseling  and  respite  care. 

A.  Are  VA's  caregiver  support  services  sufficient  to  meet  the  needs  of  veterans 
and  their  families? 

B.  How  do  VA's  caregiver  support  services  compare  to  those  offered  by  other 
providers? 

Answer.  The  VA  sometimes  comes  throurfi  with  excellent  caregiver  support,  in- 
cluding day  care,  in-home  aides,  telephone  back-up,  etc.  However,  this  is  very  spot- 
ty. Eligibility  depends  not  only  upon  service-connected  disability  but  also  upon  pov- 
erty and  the  priorities  of  the  particular  VA.  Caregiver  support  is  also  easier  to  ar- 
range in  stable  family  situations.  It  is  much  more  challenging  when  the  family  is 
non-existent,  dysfunctional,  very  poor,  or  substance  abusing.  The  VA  probably  is  not 
discemibly  better  or  worse  than  other  care  settings  in  regard  to  the  support  avail- 
able for  caregivers. 

Question  7.  1  have  long  been  interested  in  improving  veterans'  access  to  hospice 
care.  I  would  appreciate  your  reviewing  the  enclosed  white  paper  on  VA's  hospice 
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care  program  and  indicating  whether  you  believe  VA's  program  is  consistent  with 
national  trends  in  hospice  care. 

Answer.  A  major  early  problem  with  VA  utilizing  hospice  care  was  the  VA's  very 
slow  accommodation  to  allowing  appropriate  forgoings  oi  life-sustaining  treatments. 
The  VA  was  many  years  behind  the  field  in  allowing,  for  example,  decisions  to  forgo 
resuscitation  or  decisions  to  stop  ventilators.  However,  that  is  largely  rectified  with 
major  advances  over  the  past  decade  and  many  VAs  have  developed  exemplary  and 
even  pioneering  hospice  programs.  Certainly,  the  incentives  for  overly  aggressive 
care  that  are  rampant  in  most  hospital  care  are  somewhat  attenuated  in  the  VA. 

However,  the  VA  is  stiU  organized  around  filled  beds.  The  difficulty  of  providing 
VA  services  in  the  home  and  community  has  been  a  moderate  impediment  to  VA 
patients  having  good  access  to  hospice  care. 

I  am  not  sure  whether  the  "average"  VA  provides  better  care  to  dying  veterans 
than  the  national  average,  but  I  am  quite  confident  that  the  range  of  quality  in  this 
regard  is  extreme.  Some  VAs  seem  stiU  to  insist  on  life-extendmg  treatments  over 
patient  objections  and  to  have  little  expertise  in  pain  management  and  spiritual 
support.  Others  have  made  these  issues  a  central  feature. 

I  would  expect  that  the  force  of  the  "White  Paper"  on  hospice  from  Hines  VAMC 
is  accurate:  that  there  is  substantial  expertise  within  the  VA  and  that  this  could 
be  used  to  great  advantage.  I  would  also  suggest  some  encouragement  from  Central 
Office  to  evaluate  care  of  dying  persons  across  all  regional  systems  so  that  quality 
improvement  could  be  targetea.  Much  excellent  care  occurs  outside  of  labeled  pro- 
grams and  labeled  programs  do  not  ensure  quality.  This  case  of  dying  is  important 
enoudi  to  be  a  serious  quality  measure,  just  like  post-operative  infections  or  repeat 
hospitalization  rates. 


WRITTEN  QUESTIONS  FROM  SENATOR  ROCKEFELLER  TO  THE  MOUNT 
SINAI  MEDICAL  CENTER  AND  THE  RESPONSES 

Question  1.  Witnesses  at  previous  hearings  have  told  the  Committee  that  many 
veterans  will  cease  to  use  tne  VA  health  care  system  if  national  health  reform  is 
enacted.  Do  you  believe  that  would  be  true  with  respect  to  VA's  geriatric  and  long- 
term  care  services? 

Answer.  I  believe  the  VA.'s  geriatric  and  long-term  care  services  would  more  than 
survive  national  health  reforms.  Indeed,  I  believe  the  system  should  be  utilized  as 
a  model  for  other  systems. 

Question  2.  How  would  you  rate  VA's  efforts  to  exchange  information  and  other- 
wise interact  with  the  National  Institute  of  Aging  and  other  federal  agencies  respon- 
sible for  meeting  the  health  care  needs  of  elderly  Americans? 

Answer.  I  can  only  comment  on  my  experience  between  1975-1982.  At  that  time 
the  VA.  and  the  NIA  interacted  effectively  through  the  following  mechanisms:  I  had 
created  an  Interagency  Committee  on  Aging  which  met  regularly  and  included  not 
only  the  WA.  but  other  relevant  organizations  so  that  we  mi^t  share  information 
and  avoid  duplication  of  effort.  Moreover,  the  director  of  the  VA.  geriatrics  program 
at  that  time.  Dr.  Paul  Haber,  served  on  our  Advisory  Council.  His  contributions 
were  excellent  and  it  lubricated  the  relationship  very  effectively. 

Question  3.  What  can  VA  do  to  improve  access  to  geriatric  and  long-term  care 
services  for  veterans  and  other  Americans  who  live  in  isolated  rural  areas?  Provide 
specific  examples,  if  possible. 

Answer.  I  believe  that  expansion  of  the  use  of  the  third  party  payers  to  reimburse 
the  VA.  could  facilitate  the  use  of  the  VA.  geriatric  and  long-term  care  services  for 
not  only  veterans  but  other  Americans  and  could  be  particularly  useful  for  people 
living  in  isolated  rural  areas  as  well  as  medically-barren  urban  areas. 

Question  4.  In  her  testimony,  Dr.  D.  Joanne  Lynn  suggested  that  managers  of 
many  VA  health  care  facilities  do  not  interact  well  with  other  health  care  providers 
in  the  communities  in  which  they  are  located  because  they  view  VA  as  an  isolated 
system. 

A.  Please  indicate  whether  or  not  you  agree  with  Dr.  Lynn  and  explain  your 
answer,  citing  specific  examples,  if  possible. 

B.  Do  you  think  local  VA  managers'  relationships  with  community  providers 
would  change  if  VA  were  allowed  to  compete  directly  with  them  for  veteran  pa- 
tients? 

Answer.  Dr.  Lynn  may  be  correct,  in  general,  but  my  experience  in  New  York  par- 
ticularly with  the  Bronx  Veterans'  Administration  Hospital  has  been  very  positive. 

Question  5.  One  of  the  VA  employees  who  testified  at  the  hearing  is  involved  with 
a  joint  venture  between  a  VA  medical  center  and  a  community  provider  that  will 
provide  residential  care  to  both  veteran  and  nonveteran  victims  of  Alzheimer's  dia- 
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ease.  VA  provided  land  and  utility  hookups.  A  nonprofit  organization  is  building  the 
facility  and  will  operate  it  once  construction  is  completed. 

A.  Are  VA  oflicials  responsible  for  geriatrics  and  long-term  care  doing  enough 
to  promote  similar  cooperative  ventures  between  VA  facilities  and  non-VA  pro- 
viders in  other  communities? 

B.  If  not,  do  you  have  any  specific  suggestions  as  to  how  VA's  efforts  to  pro- 
mote VA/community  ventures  could  be  improved? 

Answer.  I  think  the  concept  of  consortial  and  collaborative  activities  among  the 
VA.  and  non-profit  oi^anizations  is  important.  I  would  absolutely  favor  a  variety 
of  joint  ventures  at  this  time.  The  academic  medical  centers  which  have  enjoyed  a 
long  and  positive  relationship  with  the  VA.  hospitals  should  be  a  basis  for  further 
expansion  of  community  V  A.  relationships. 

Question  6.  Witnesses  on  the  VA  panel  emphasized  that  families  find  it  very  dif- 
flcult  to  care  for  infirm  elderly  persons  in  their  homes  without  support  services  such 
as  counseling  and  respite  care. 

A.  Are  VA's  caregiver  support  services  sufficient  to  meet  the  needs  of  veterans 
and  their  families? 

B.  How  do  VA's  caregiver  support  services  compare  to  those  oflered  by  other 
providers? 

Answer.  It  is  doubtful  that  the  V.A.  or  any  other  system  at  this  time  provides  ade- 
quate care-giver  support  services.  It  is  absolutely  essential  that  this  country  develop 
an  effective  support  system  for  families  including  counseling  and  respite.  Our  failure 
to  do  so  erodes  our  economic  productivity  as  well  as  accelerates  potentially  unneces- 
sanr  institutional  and  hospital  admissions. 

Ouestion  7.  In  your  testimony,  you  stated  that  you  believe  medical  researchers 
will  devise  interventions  to  delay  or  prevent  nonfatal  disabling  conditions  common 
among  elderly  persons,  such  as  falls  and  loss  of  vision  and  hearing.  How  can  VA 
contribute  to  the  discovery  and  dissemination  of  such  techniques?  If  possible,  cite 
specific  examples. 

Answer.  Enclosed  please  find  a  copy  of  our  most  recent  scientific  symposium 
"Strategies  to  Delay  Dysfunction  in  Later  Life."  There  are  two  approaches  to  preven- 
tion. One  is  behavioral  which  would  not  only  include  exhortation  out  a  better  under- 
standing of  advertising  and  a  variety  of  behavioral  means  to  promote  incentives  and 
disincentives  with  respect  to  health  behavior.  The  other  approach  to  prevention  is 
biomedical.  We  must  provide  a  strong  basic  science  strategy  to  provide  opportunities 
for  prevention  of  a  variety  of  conditions.  It  was  with  this  in  mind  that  we  created 
a  symposium  from  which  a  book  will  derive.  The  majority  of  the  papers  are  avail- 
able, should  there  be  interest  by  you  and  the  Committee. 

[The  material  referred  to  is  retained  in  the  Committee  files.] 
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